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( 1 tion Saline, protein-free solution of a 
escrip nitrogenous fraction obtained from 
acid-alcohol treatment of mammalian 
pancreas. Free from physiologically 
significant amounts of histamine, 


acetylcholine, or insulin. Capped, 
rubber-stoppered, 10-cc. vials. 
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denropanex 


deproteinated pancreatic extract 










Relief of pain in intermittent 
claudication and primary dys- 
menorrhea, prolongation of claud- 
ication time in peripheral vascular 
disease. Relief of renal and ureteral 
colic due to stone, stricture, kink or 
spasm. Relaxation of ureter to permit 
instrumentation, X-ray examination. 


Relaxes smooth muscle spasm within 
three minutes following intramuscular 
injection. Provides direct, physiologic 
relief of pain due to many types 

of smooth muscle spasm. 


Sharp & Dohme, Philadelphia 1, Pa. 




















Total Facial Reconstruction 


Following Burns 


SIR ARCHIBALD McINDOE* 


LONDON, ENGLAND 


N THE last war, burns came next in frequency 

and severity to orthopedic injuries. In the next 

war they will probably outnumber all other 
injuries. In the Royal Air Force in this war prob- 
ably more than 22,000 men were incinerated with 
or without other serious injuries. However, 4,500 
burned air crew men were recovered from crash- 
ed planes or parachuted in flames to safety. Of 
that number, 3,600 had sustained burns of the 
hands and of the face. 

This is a relatively new disease, a disease of 
wartime which we have called the Airman’s Burn. 
A pilot is hurled like a blazing torch from his 
plane and sustains burns of the exposed parts of 
his body; his plane crashes and he is enveloped in 
flame, lying unconscious against red hot material. 
He sustains deep burns of the exposed part of his 
body, together with a greater or lesser extent of 
burning of the covered parts, depending upon the 
efficiency of the protective clothing. 

The treatment of this condition which appeared 
suddenly in 1941 with the Battle of Britain entail- 
ed the abandonment of coagulative therapy advised 
at the outset of hostilities and the institution of an 
open form of treatment. The essence of this treat- 
ment was alternating two hourly saline and half 
strength eusol dressings applied over a single layer 
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of tulle gras. These were combined with daily 
saline baths in which free irrigation of the whole 
head and cleansing of all orifices and cavities could 
be carried out. Naturally in the later stages of the 
war, penicillin was of enormous help. The key- 
note of the whole treatment was strict cleanliness, 
early removal of all sloughs as a preparation for 
grafting, and complete absence of trauma. 

In these patients, preservation of function was of 
far greater importance than the prevention of 
shock. This, owing to the smaller total area burn- 
ed, was not a prominent feature as is shown by the 
fact that in this group of 4,500 patients, the overall 
mortality due to shock did not exceed 5 per cent. 
It must be remembered that these patients actually 
escaped from the plane and those extensively 
burned sometimes died before they reached the 
hospital. If they did arrive the chances of life 
were good. 

Emphasis is laid on the point that the airman’s 
burn, with a ferocious overall mortality, has a com- 
paratively low death rate if the airman can quit 
his machine or can be dragged out of it before 
burning is too extensive. If he is rescued and gets 
to hospital, he will have an 80 per cent chance of 
sustaining burns of the hands and face and he will 
have a g5 per cent chance of living to overcome 
the functional disabilities produced by those burns. 


THE AIRMAN’S BURN 


In general this is a burn of greater or lesser 
severity of the hands and face with or without the 
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addition of other less significant areas. Consider- 
ing the face alone, the burn will be greatly modi- 
fied by the quality of the protection offered. Thus 
if the helmet, goggles, and oxygen mask are re- 
tained the burn will be a marginal affair of little 
functional importance. Usually, however, the gog- 
gles and oxygen mask are torn off and the entire 
face is burned excluding the ears and scalp. A total 
head burn will result if the helmet is torn off and 
here the most destructive lesion can occur with loss 
of scalp, eyelids, eyebrows, nose, lips, cheeks, and 
ears, injuries entailing years of reparative work. 
(Figure 1.) 

While the importance of protection cannot be 
overemphasized in facial burns and every effort 
was made to induce pilots and aircrew to wear pro- 
tective headgear at all times, it must be admitted 
that these warnings were all too frequently ig- 
nored. Thus in this large group of facial burns, 
200 sustained practically total destruction of the 
face and were in hospital for an average of three 
years; they sustained between them approximately 
3,000 operations varying from 10 to 50 each. This 
group of cases forms the basis of this report. 

It should be realized that these patients present 
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not only a tremendous surgical problem but a com- 
plicated psychologic one as well. A few minutes 
exposure to great heat can mean anything up to 
50 operations and three or more years in hospital 
for the facial repair alone with all the loss of moral 
stamina and mental stability involved in such an 
undertaking. Add to this the effect of a pair of 
partially or completely destroyed hands and the 
problem on both counts is infinitely more complex. 

From the point of view of etiology these burns 
are of three types: (1) flash burns resulting from 
very high temperature for a short period, (2) 
flame burns due to the play of naked flame directly 
on the exposed skin, and (3) contact burns where 
hot material, usually portions of the plane, were 
responsible for the effect. Total destruction occur- 
red almost always from flame and from contact 
heat burns. 


TREATMENT 


First aid—It was found unwise to attempt any 
form of first aid treatment at the scene of the 
crash, other than the administration of a stiff dose 
of morphine sulphate (4 gr.) as a_ sedative. 
Warmth and rest are essential at this period until 
quick and efficient transport can be arranged to a 
hospital specially fitted for this type of work. The 
less a badly burned man is interfered with during 
this period the less likely he is to become shocked. 
The trigger most likely to induce shock is un- 
doubtedly cold from exposure hence the impor- 
tance of restraining the ardent first aider from 
attempting to satisfy his curiosity as to how exten- 
sive the burns are at this stage. No good and much 
harm can thereby be done. Definitive treatment 
should be undertaken only at the hospital or 
Burns Centre. 


_ from the management of the patient’s gen- 
eral condition, the correction of hemoconcen- 
tration and the control of concealed or manifest 
shock, which will not be dealt with, the aim of 
early treatment is the epithelialization of the face 
at the earliest possible moment with prevention or 
minimization of all ectropic tendencies. Thus early 
efforts are directed to the removal of sloughs and 
the production of a clean granulating surface suit- 
able for grafting. An open method of treatment 
such as the use of alternating saline and eusol ap- 
plied two hourly was therefore adopted. 
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There are four major difficulties common to 
this stage: 

1. Rapidly increasing ectropion of the eyelids 
leading to exposure of the conjunctivae and cor- 
neae and this to ulceration, perforation, and blind- 
ness unless an early thin skin graft successfully 
overcomes the eyelid retraction. These early grafts 
are always temporary and must later be replaced 
or added to when definitive repair is begun. 

2. Destruction of the skin of the lips during 
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healing may cause a microstoma which interferes 
with feeding. Operation for this is often necessary. 
As a natural sequel the lateral opening of the 
mouth is followed by ectropion of the upper and 
lower lips and exposure and erosion of the cervices 
of the teeth. 

3. Acute suppurative chondritis of the ear car- 
tilages, certainly the most painful and morale 
breaking complication during the early phase of a 
facial burn. It is persistent and refractory to treat- 





Figure 1. Six examples of airman’s burn with total facial destruction. All photographs 
taken within six weeks of burning to show rapidity of ectropic deformity with ophthalmic 
and oral complications. 
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Figure 2. Fully developed airman’s burn showing generalized ectropion and keloid 
contractures. Grafts had not been used during healing phase. 


ment. Drainage is necessary but the response is 
slow and usually suppuration does not cease until 
all cartilage has been extruded—a matter of weeks. 
The continuous intolerable boring pain from this 
cause and the loss of sleep which results induces a 
state of nerves in which strong men are reduced 
to weeping broken wrecks. 

4. Full thickness loss of scalp with destruction 
of the pericranium is followed by necrosis of the 
outer table of the skull. No good purpose is served 
by the frequently recommended course of drilling 
holes to the diploe. Separation of the intervening 
portions is not accelerated and there is no good 
reason why it should be. Skin grafting of the 
granulating surfaces to thé exposed bone edges 
should be carried out and the dead bone left to 
separate of its own accord. This takes approxi- 
mately six months. It is a painless process. 

Early surgical intervention is then limited to 
epithelialization of raw areas, the prevention of 
dangerous ectropic deformities, the preservation of 
sight, the protection of the teeth, and the treatment 
of suppurative chondritis and bone sepsis or necro- 
sis. One is forced to accept the destruction caused 
by the burn at this stage; function is all important, 
cosmesis is a secondary consideration. (Figure 2.) 


However bad the burn, all raw surfaces should 
be healed in two to three months after which the 


patient is sent out of hospital to be rehabilitated 
physically and mentally before embarking on the 
long process of definitive facial repair. It is of great 
importance that his morale should be of the high- 
est order when the time comes for this to begin for 
in whatever light it is regarded, the process can be 
demoralizing. 


THE PLAN 


Definitive facial restoration should not com- 
mence for at least six months from the time of the 
initial burn. By then a considerable degree of reso- 
lution has taken place or alternatively, keloid con- 
traction is at its height and the full extent of un- 
avoidable ectropic deformity and tissue loss is 
clear. At this point a plan should be made and 
carefully explained to the patient. His coopera- 
tion is essential; therefore, he should understand 
clearly what is to be done, how it is to be done, 
and how long it will take. 

It is my practice to describe to the patient the 
scheme to be followed, announce the exact num- 
ber of operations it will entail, how many weeks or 
months will be spent in hospital and how much 
time will be required out of hospital to recuperate, 
what the patient should do during these off peri- 
ods, and finally, the approximate date when the 

















Total Facial Reconstruction 


face will be completed. Only then can his confi- 
dence and above all his intelligent interest be main- 
tained, for assuming that in addition a pair of 
badly burned hands must be restored the total 
period of incapacity may be four years. 

Three general plans are available: (1) the face 
is totally free grafted (Figures 3 and 4); (2) the 
face is mainly reconstructed with full thickness 
flaps (Figures 5-9 and 11), and (3) the face is con- 
structed by means of a suitable combination of 
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free grafts and full thickness flaps (Figures 5-8). 

The overall use of free grafts is possible in those 
burns where the third degree peripheral destruc- 
tion of the features is confined to the eyelids, the 
facial skin, the edges of the nostrils, and ears. They 
are particularly indicated if the patient has shown 
a capacity for receiving free grafts well and of re- 
solving them rapidly. Patients who produce mas- 
sive keloids and severe contractures are as a rule 
not good subjects for overall grafting. 





Figure 3. Airman’s burn completely repaired by free grafting. Forehead, eyebrows, eyelids, 
cheeks, lips, and chin have been reconstructed with dermatome grafts from the abdomen and 


thighs. 
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Figure 4. Total facial reconstruction mainly by free grafts, both split skin and full thick- 
ness. The chin, however, is a full thickness flap from the abdomen; to get modelling this required 
too many adjustments. 


ost plastic surgeons have attempted to con- 
M struct a face in one single piece of full thick- 
ness abdominal or antethoracic skin. It is tedious 
and difficult but if successful has many advantages 
from the point of view of color harmony. The 
patient, however, tends to smile beneath his graft 
rather than with it as he does with free grafted 
skin. (Figure 11.) For the bilateral burn, there- 
fore, it is best avoided. For any severe unilateral 
destruction from long contact with heat it is an ex- 
cellent method, especially when the acromio-thor- 


acic skin is utilized. The grafted side approxi- 
mates the unburned side in both color and texture. 
(Figure 9.) 

Undoubtedly the best plan is a judicious com- 
bination of free grafts and full thickness pedicled 
grafts. The vast majority of the patients in this 
series was dealt with on this basis. (Figures 5-8.) 
The plan commonly adopted was, therefore, as 
shown in Table 1. 

This program can scarcely be achieved satisfac- 
torily in less than 25 operations, but the patient 
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should be informed of this 
at the outset. Unless some- 
thing unforseen happens the 
surgeon should adhere rigid- 
ly to the selected plan and 
carry it through to a definite 
time schedule. 


TECHNICAL DETAILS 


Scalp—The initial dermat- 
ome grafting of the scalp 
usually suffices though a 
considerable time elapses be- 
fore the skin is stable. Patchy 
areas of hairy scalp are often 
left from which sufficient 
hair can be grown to con- 
ceal the bald areas. If the re- 
maining hair can be shifted 
by advancement or rotation 
so that the parietal regions 
can be more easily covered 
this should be done, but as a 
rule the most satisfactory re- 
sult is obtained by a toupee 
constructed to suit the indi- 
vidual patient. 

Forehead—Destruction of 
forehead skin was exceed- 
ingly common, since in al- 
most all cases it came with- 
in the goggle area and was 
often exposed. While occa- 
sionally the initial grafts 
used for resurfacing were 
satisfactory, most often these 
were of a patchy character 
and moreover tended to 
fiery red keloid formation, 
most noticeable if the ‘pa- 
tient took alcohol. A better result was obtained by 
a clean excision of all forehead scar and skin from 
the hairline to the eyebrow level with replacement 
by a one-piece dermatome graft from the abdomen 
or thigh. The forehead, being an ideal place for 
free grafting, owing to the firm base, presented 
little difficulty in obtaining a 100 per cent take 
with certainty. 

Eyebrows—These were uniformly made from 
full thickness hairy scalp used as a free graft and 
cut from the temporoparietal regions on each side 


Figure 5. Total head burn completely 
method. Free grafts are used for forehead, eyebrows, cheeks, chin, 
and eyelids. The nose is acromiothoracic in origin. Forty opera 
tions were required. 


repaired by combined 


so that the hair grows naturally and in the correct 
direction. Choice of this area is determined by the 
relative thinness of the skin so that a high per- 
centage of take is possible—much more so than 
with mastoid scalp which tends to be thicker and 
coarser. 

Success in eyebrow grafting is entirely a matter 
of technic. The graft itself must be trimmed with 
the greatest care so that the hair follicles are just 
exposed but not damaged. It is sutured into a 
completely dry bed with fine silk and immobilized 
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Figure 6. The same patient as shown in Figure 5, demonstrating the emotional 
movement possible under free grafts. Details of mouth and chin reconstruction by 


dermatome grafts on right. 


under steady even pressure for seven days. The 
hair falls out in three weeks but returns in six 
months, about 60 per cent to 70 per cent of the fol- 
licles surviving. Pedicled eyebrow grafts are much 
too heavy and besides consume too much time. 
Eyelids—Practically every airman’s burn shows 
marked ectropion of both upper and lower lids, 
the skin loss in most cases including eyebrows and 
adjacent skin. Two sets of eyelids are often re- 


quired, one during the initial stages to protect the 
corneae, and a second set during the definitive 
grafting to relieve all trace of pull. Probably this 
is the most important operation of the entire series 
and should always be done first. Until all ectropion 
is relieved and the lids lie evenly against the globe 
and can close and open normally, no further opera- 
tion should be undertaken. 

It is often said that the soul lies in the eyes. That 














may be true if the eyelids are normal, but the same 
eyes grossly exposed by ectropic lids are anything 
but soulful. It is nearer the truth to say that facial 
character and expression are determined more by 
the eyelids than by any other feature; hence every 
effort must be expended on making them as nor- 
mal as possible. 

Mild ectropion is best treated by a free graft of 
eyelid skin taken from another lid or by post- 
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auricular skin cut as thinly as possible. In the vast 
majority of these cases, however, the loss was so 
extensive that all four eyelids were destroyed as 
well as both ears. Almost always, therefore, they 
were reconstructed by thin razor grafts cut from 
the inner surface of the upper arms and oversewn 
on stent molds. Grafts of this kind should be at 
least 100 per cent oversize when inserted to allow 
for shrinkage. All inequalities are subsequently 


So Ay TT’ 


Figure 7. Total head burn with partial or complete destruction of all features. Composite 
repair. Rhinoplasty by acromiothoracic pedicle, ears by combined flap and cartilage implant. 
The eyelids, eyebrows, forehead, cheeks, lips, and chin are free grafted. This is the ideal 
form of reconstruction. 
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trimmed out, the inner and outer canthi levelled 
and the normal turnover crease in the uppers 
aligned. Only when this problem has been satisfac- 
torily settled should the next deformity be tackled. 

Cheeks—If both cheeks are scarred and contract- 
ed, wide excision of all scar tissue releasing per- 
ipheral pulls is carried out down to healthy muscle 
base. A single drum of dermatome graft applied 
to each cheek and carefully oversewn for immo- 
bilization will suffice in most cases. As this is an 
area not easily immobilized by any method, special 
care must be taken with hemostasis for a hematoma 
will ruin the result. Secondary grafts done follow- 
ing a primary failure are never as good as a perfect 
result on the first attempt. 

Despite the difficulties of color disharmony with 





Figure 8. Airman’s burn 
showing composite repair. 
(1) Condition twenty-four 
hours after burning, show 
ing marked edema. (2) 
Condition at three weeks 
showing extensive destruc- 
tion of skin with begin- 
ning ectropion of eyelids 
and lips. (3, 4, and 5). 
General repair. Free gratt 
ed forehead, eyebrows, lips, 
and chin. Acromiothoracic 
tubed pedicle for rhinoplas- 
ty. (6) The patient before 
injury. 


free grafts, they can be elastic and expressive owing 
to their intimate contact with underlying muscle 
and if the donor site is chosen with discrimination 
even the patchwork quilt appearance can be over- 
come. The two cheeks, for instance, should be 
made from comparable areas with as near a color 
match to surrounding facial skin as is possible. 
Sometimes the patient has a strong tendency to 
contract his grafts so badly that it is useless to 
pursue the free grafting method. Here there is no 
alternative but to construct a pedicled abdominal 
flap and transfer it via the wrist to the face, where 
it is spread, adjusted, and thinned over a long 
period of time. This method has so many disad- 
vantages that it should be rarely used. On the other 
hand, a severe burn limited to one side of the face 
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can be treated most satisfactorily by a direct de- 
layed acromiothoracic full thickness pedicled flap 
designed to produce a half face in one piece. 

Nose—The nose is partially or completely lost 
next in frequency to the eyelids. The loss may be 
limited to covering skin with mild marginal de- 
struction of the nostrils and tip. A full thickness 
free graft or a split skin graft applied after clean 
dissection of the scarred surface will take well, but 
care must be taken to overcorrect the alar margins 
by turning down a rim of scar as a lining for the 
new edges. More extensive losses with cartilaginous 
distortion and eversion of the alar 
margins can be corrected by the 
addition of composite auricular 
grafts but if the loss is gross either 
a forehead flap or a pedicled graft 
from a more distant site is re- 
quired. 

Although it is generally accept- 
ed that the forehead rhinoplastic 
flap is the best in many other con- 
ditions, this is not the case in 
burns. The forehead is often so 
badly scarred as to make it use- 
less for the purpose, while if the 
burned skin is utilized the result 
ing nose can exhibit such a degree 
of redness from vascular flushing 
as to make it an embarrassment 
to the patient. 

The tagliacotian arm flap is 
sometimes used with success, but 
1 have preferred the acromio- 
thoracic tubed pedicle with pri- 
mary attachment at the glabella 
and subsequent development of 
the alae and columella from the 
midportion. One should never 
yield to the temptation to utilize 
the remaining portion of the 
shoulder pedicle in the general 
repair just because it is there and 
should, therefore, be used. It 
should be resolutely discarded for 
it will surely create disharmony in 
the general plan and spoil the 
cosmetic result. The nose is made 
of one type of tissue and stands 
by itself. The acromiothoracic 
nose is of good color and texture 
when finally trimmed. In_ both 
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types of repair the nasal lining is developed from 
local skin or scar flaps. 

Lips—As far as possible these are constructed 
from supraclavicular full thickness free grafts and 
are merged into the nose and cheek grafts. This 
type of skin is soft, elastic, and of good color. If the 
chin is also to be covered and the area is consider- 
able then this is done with a thick dermatome 
graft from the abdomen or thigh, but considerable 
allowance must be made for contraction. The 
vermilion borders of the lips are carefully measured 
and modelled to give the appearance of a cupid’s 


Figure 9. A contact heat burn involving the left side of face, 
nose, and both eyebrows. Repaired mainly by abdominal flap 
transferred via the right wrist. This gives good contrast in color 
and texture. The rest is free grafted. 
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Figure ro. Contact heat burn largely unilateral. Repair by free grafts and acromio- 
thoracic rhinoplasty. 


AREA 

Scalp and forehead 

Eyebrows 

Eyelids 

Cheeks 

Nose 
Limited superficial destruction 
Limited peripheral loss 


Extensive peripheral loss 
Upper lip 
Lower lip and chin 


Ears 


Neck 


TABLE | 


GRAFT 


Dermatome graft 

Full thickness hair bearing free graft 

Thin razor grafts 

Dermatome grafts 

Free supraclavicular grafts 

Dermatome or full thickness 

Free grafts as above with composite ear replacement 
for alae and columella 

Acromiothoracic pedicled graft with local lining flaps 
or forehead flap 

Full thickness free graft 

Full thickness free graft or dermatome 

Free grafts combined with local flaps and merthio- 
lated cartilage implants 

Double “cross-over” pedicled abdominal flaps, or 
dermatome grafts 





DONOR SITE 
Abdomen or thigh 
Temporoparietal scalp 
Inner aspect upper arms 
Abdomen or thighs 


Supraclavicular region 
Supraclavicular region, abdomen, thighs 


Abdomen or thighs 
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Figure 11. Total facial burn with microstoma. This face is constructed from a single 
abdominal flap transferred via the wrist. Rhinoplasty is of the forehead variety while the 
eyelids and eyebrows are free grafted. This is the most difficult form of reconstruction. 


bow. I know of no good way of constructing a 
philtrum. 

Ears—]t is usually not difficult in partial losses 
of the upper helix to reconstruct the missing por- 
tion by lifting a local flap and grafting it both pos- 
teriorly and over the area from which it came. 
Mastoid skin or scar can be used in a variety of 
ways to reform the peripheral portions, without 
embarking on long dreary transferred pedicled 
repairs, the end results of which are too often 
poor. In extensive facial repair work where so 
much has to be done I am opposed to the use of a 


method which for a comparatively unimportant 
effect may condemn the patient to many extra 
months in hospital and many fruitless operations. 

The common practical use for an ear is to main- 
tain a pair of glasses in position. If the auricular 
loss is the only facial defect, a complicated method 
is justifiable but if it is only a small part of a total 
loss something simple and effective is called for. 
The greatest difficulty in ear reconstruction is in- 
ternal support for the external flaps and there can 
be no question that the use of merthiolated car- 
tilage promises to solve this difficulty. 
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Neck—Burns of the neck with vertical conirac- 
tion are exceedingly difficult to treat. Anterior 
burns show a strong tendency to recurrent contrac- 
tion after free grafting, particularly if the center 
of pull lies over the thyroid and cricoid cartilages. 
While a few may be relieved by free grafts the 
majority are not. This is not surprising when it is 
realized that the average distance between lower 
lip and sternal notch in the adult is about 12 inch- 
es and a severe burn may bring the lip to within 
3 inches of that point. Added to this the contrac- 
ture lies on a flexor surface. Experience shows that 
a double abdominal tubed pedicle transferred via 
the wrist is satisfactory. The free ends gain pri- 
mary attachment on either side beneath the lobe of 
the ears and the attached ends are subsequently 
opened out and crossed over each other at the 
midline to give double width at this critical spot. 
By a judicious use of Z plastic readjustment the 
flaps can be remodelled and set into place. 


THE ORDER OF PRECEDENCE 


ucH in short are the methods adopted to repair 
S a totally destroyed face. It is important, how- 
ever, to deal with each feature in a certain order. 
This is dictated by (a) function and (b) the sim- 
plification of subsequent steps by progressive 
release from contraction. 

The common order is: eyelids, lips (lower and 
upper), cheeks, chin or neck, nose, eyebrows, fore- 
head and scalp, ears. The eyelids are attached first 
to protect the eyes and to form a center for the 
entire plan. The lips are done next to enable 
feeding to proceed normally and to protect the 
teeth. The cheeks, chin, and neck when released 
destroy centripetal contraction and allow freedom 
of movement. The nose can then be added without 
itself being distorted. The remaining features fol- 
low very much to the taste of the surgeon or the 
wishes and convenience of the patient. 
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Eventually there comes the exciting moment 
when all the tissue required in the repair is in 
position, all major contraction has been overcome 
and the patient has resolved his scars, softened his 
grafts by a period of convalescence (usually six 
months) and is ready for trimming. 


TRIMMING 


As a rule, in two long operations inequalities 
can be smoothed out, minor web contractures 
lengthened and obliterated, corners and angles 
adjusted to obtain a harmonious blending of the 
separate grafts. The outer and inner canthi are cor- 
rectly aligned and symmetrically placed, the junc- 
tion lines between eyelid and cheek grafts are 
excised and smoothed. The nose is modelled, the 
vermilion borders of the lip adjusted to form a 
cupid’s bow and the angles of the mouth set 
straight. 

A dozen or more slight changes may be made 
depending largely on the use of three principles: 
(a) contour correction by simple excision, (b) 
alignment by transposition flaps, (c) lengthening 
of web contractures by Z plasty. This is probably 
the most important procedure of all. Undoubtedly 
the best results are obtained by the operator who 
can recognize at once an opportunity to use the Z 
plasty principle and in many cases create the 
chance of using it. 

The aim is to produce a face which in sum total 
is symmetrical in its separate parts, of good color 
and texture and freely mobile so that expression 
of mood is possible in all its infinite variety. It is 
not possible to construct a face of which the ob- 
server is unconscious but it should not leave in his 
mind an impression of repulsion and the patient 
himself should not be an object of remark or pity. 
Only then can the surgeon feel that his work has 
been faithfully done. 
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DAYTON AND CHICAGO 


HE purpose of this paper is to review the 
"[ present status of gastric cancer and to dis- 

cuss the outlook for patients, with this dis- 
ease, who survive gastrectomy. In 1940 there 
were 31,000 deaths from carcinoma of the 
stomach; in 1960 these will exceed 50,000. 
Deaths from this source will continue to in- 
crease as the proportion of the population in 
the older age groups increases. Mortality statis- 
tics indicate that 4o per cent of the population 
will be in the decades beyond 50 by 1980.' 


SEX AND AGE 


Most observers report an appreciable differ- 
ence in the sex incidence, approximately 70 per 
cent of the cases occurring in males. In one 
series of 566 cases 76 per cent were in the sixth 
and seventh decades.” Rivers, in reporting the 
occurrence of gastric carcinoma in 2,448 pa- 
tients with chronic dyspepsia,’ found it to be 
present in 8.8 per cent of those between 45 and 
49, 10.8 per cent between 55 and 59, in 24 per 
cent between 60 and 64, and in 36 per cent of 
those over 70. 
Frank Medical Clinic, 
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THE “EARLY DIAGNOSIS 


Surgical removal of the carcinoma-bearing 
stomach has been brought to a satisfactory 
state. Unfortunately, complete extirpation of 
the tumor in most instances is not feasible be- 
cause lesion has spread beyond the confines of 
the stomach, with involvement of vital struc- 
tures, at the time of initial examination or at 
laparotomy. The great need for the detection 
of the carcinoma at a stage when effective sur- 
gical measures can be applied is obvious. A 
review of some recent experiences, however, 
indicates that there are no characteristic “early” 
symptoms of gastric cancer. Ninety per cent of 
576 patients in one series complained of vague 
digestive distress, 75 per cent noted weight 
loss and 50 per cent had anorexia. Follow-up 
studies, with five-year survivors, indicated that 
there were no significant symptoms which dif- 
ferentiated those patients who would have a 
prolonged survival from those who would not.’ 
Thirty-six per cent of another group had had 
complaints simulating peptic ulcer.” Indeed 
favorable response to ulcer therapy, tempo- 
rarily, was not uncommon. The difficulty in 
recognizing “early” symptoms is further dem- 
onstrated by the fact that such authorities as 
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Von Mikulicz, W. J. Mayo, and R. D. Carman® 
detected the signs of the disease within them- 
selves too late to benefit by the therapeutic and 
diagnostic measures which they had developed 
and applied to others. 


DELAYED RECOGNITION OF SYMPTOMS 


EACH and Robbins’ in discussing reasons for 
E delayed recognition of cancer found the 
patient at fault in 32 per cent and the physi- 
cian in 27.8 per cent of their cases. Of 193 cases 
34 per cent had been incorrectly diagnosed. 
Failure to establish the diagnosis or to refer the 
patient into proper diagnostic channels was 
noted in an additional 46.5 per cent. Engel® 
comments on the desirability for continued 
education of the general public with regard 
to cancer. In 2,000 cases from all sources, in 
Pennsylvania, white women delayed an aver- 
age of 15.9 months before consulting their phy- 
sicians, Negro women averaged 15 months, 
white men 16.6 months, and Negro men 9 
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months. In contrast is the report of Faged and 
Larsen® who reviewed 375 cases of gastric can- 
cer in Denmark and found that 64 per cent 
had had symptoms of less than six months’ 
duration. Fifty per cent of the group (375), 
however, were considered inoperable at the 
time of first examination. 


DURATION OF GASTRIC CANCER 


Palmer" has recently discussed this phase of 
the disease. “Acute,” “subacute,” and “chronic” 
forms are described. The acute lesions tend to 
infiltrate the gastric wall and involve the sur- 
rounding tissues early in the course of the 
tumor development. Diffuse spread to the lungs 
and bone marrow may occur. Death usually 
follows within less than a year from the onset 
of symptoms. These rapidly invading neo- 
plasms constitute 60 per cent of all gastric can- 
cer. “Chronic” carcinoma with periods of pre- 
operative observation ranging from four and 
one-half to ten years are recorded with five- 
year survival following resection of the tumor. 
Schwartz” describes such a slow-growing car- 
cinoma which metastasized to bone marrow 
producing a severe anemia. The patient aided 
by transfusions survived for three years. 

Experiences with the “early” diagnosis and 
duration of gastric cancer are cited by Har- 
nett’® in reviewing the results of the British 
Empire Cancer Campaign regarding 1,405 pa- 
tients. Fifty per cent of the total group con- 
sulted physicians within three months after the 
onset of symptoms, while an additional 10 per 
cent were examined in the next three months’ 
period. Thirty-seven per cent had been refer- 
red to the hospital immediately for investiga- 
tion, 13 per cent after three months and 19 per 
cent had been treated symptomatically for 
more than three months. Metastases, however, 
were present in 32 per cent of the patients at 
the time of hospital admission. Resection was 
possible in only 243 of the 1,405° cases. Law- 
rence and Kay*® found 45 per cent of 208 cases 
to have had symptoms of less than six months’ 
duration while Anglem’ noted that 172 of 192 
patients had had digestive disturbances for an 

















Gastric Cancer: 


Figure 1 (Case 1). Small 
pointed projection of the 
lesser curvature of the stom- 
ach, just proximal to the 
pyloric antrum, interpreted 
as a neoplasm with a tiny 
crater. Note infiltration of 
the gastric wall adjacent to 
niche. 


average of nine months before medical aid was 
sought. These reports would seem to confirm 
the considerable variation which exists in the 
rate of tumor growth, undoubtedly one of the 
chief factors in determining the duration of 
gastric cancer. 


CASE REPORTS 


where, demonstrate the variation in the 
duration of gastric cancer. 

Case 1—A 50-year-old white male entered the hos- 
pital complaining of severe, knife-like, mid-sternal 
pain of twelve hours’ duration.'' Occasional episodes 
of vomiting had occurred during the past year while 
roentgen ray examination five months prior is said to 
have shown a gastric ulcer. The erythrocyte count was 
3,900,000, the hemoglobin 72 per cent (Dare). A small 
pointed projection at the lesser curvature, just proxi- 
mal to the pyloric antrum was demonstrable roent- 


7 following cases, reported in detail else- 
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genoscopically (Figure 1). This was interpreted as 
an ulcerating neoplasm. Three weeks later this niche 
was not found. Gastroscopy revealed a diffusely infil 
trative lesion of the angulus. This was considered a 
type [V (Borrmann) carcinoma. 

Two months later, x-ray examination again showed 
the niche. In addition metastatic lesions were observed 
in the right ischium, ilium, femoral neck, and the 
seventh thoracic vertebra. The patient died two and 
a half months after admission with a terminal picture 
of thrombocytopenic purpura and anemia. Autopsy 
revealed a small ulcerating prepyloric carcinoma (ad 
enocarcinoma) 1 cm. in diameter resembling a be 
nign ulcer. Histologic examination disclosed peptic 
ulceration with carcinomatous epithialization of the 
ulcer (Figure 2), massive skeletal metastases (Figure 
3), and minute metastases to the lymph nodes, spleen 
and lungs. Rapid growth and extension of the tumor 
during the symptomatic period had apparently taken 
place. 

Case 2—A white female, aged 45, complained of 
vague epigastric distress, present for many years.'” 
Roentgen examination showed a niche on the lesser 
curvature of the stomach considered to be an ulcer- 














ating carcinoma. The patient refused operation. Dur- 
ing the next four years, numerous gastroscopic and 
roentgen examinations were performed (Figure 4). 
At some examinations the lesion was thought to be a 
benign ulcer, at others it was considered an ulcerating 
neoplasm. Operation was then allowed; subtotal gas- 
tric resection was performed. Grossly the ulcer appear- 
ed benign. The edge, however, was indurated and 
rotled up (Figare 5). Histologic study revealed a col- 
loid adenocarcinoma (Figure 6). Uneventful recovery 
with a five-year postoperative survival occurred. 

This slow-growing ulcerating neoplasm could not 
be differentiated from a benign ulcer clinically, roent- 
genologically, or gastroscopically. Indeed, the gross 
appearance was suggestive of a benign ulcer. 

Of interest is the fact that most gastric neoplasms 
attain a certain size before they can be recognized. In 
a large group of resected lesions McCarty’ found the 
carcinoma to average 6 cm. in diameter. Other investi- 
gators failed to note any significant variation in the 
size of tumors resected from patients who survived 
for more than five years when compared with those 
removed from patients who died within the first post- 
operative year.’ These also averaged 6 cm. in diameter. 


PHYSICAL EXAMINATION 


A palpable epigastric mass is present in 40 
to 50 per cent of all patients.” Lahey'’ found 
28 per cent of cases with an operable lesion to 
have a palpable mass while Maimon, Palmer, 
and Kirsner report similar findings preoper- 
atively in 25 per cent of five-year survivors. 
Obviously, a palpable tumor without evidence 
of distant metastasis does not contraindicate 
exploration. 
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Figure 2 (Case 1). Peptic 
ulceration of the carcinoma 
with interruption of the 
muscular coats and fibrous 
connective tissue replace- 
ment. The mucosa is com- 
posed of undifferentiated 
cancer cells, cancerous tu- 
bules and noncancerous 
glands. 


EVALUATION OF DIAGNOSTIC PROCEDURES 


OENTGEN examination of the stomach is the 
R single most important diagnostic method 
available today. In competent hands the cor- 
rect diagnosis can be made in over go per cent 
of the patients.” * Indeed, roentgenographic ex- 
amination of the gastroduodenal tract has been 
urged as part of the routine periodic examina- 
tion of patients in the most susceptible dec- 
ades'® (fifth, sixth, seventh, and eighth). In 
one series of 2,400 asymptomatic individuals, 
over the age of 50, who were subjected to rapid 
fluoroscopic examination, however, only two 
carcinomas were disclosed.” In a second, of 
500 healthy males over the age of 45, x-ray 
examination failed to show any neoplastic 
lesion of the stomach."* These findings seem 
to negate the value of routine periodic roent- 
gen examination. The studies of Rigler and 
Kaplan’’*® do demonstrate the value of peri- 
odic examination in patients with pernicious 
anemia. Carcinoma of the stomach was found 
in 6.9 per cent of 259 patients with pernicious 
anemia, while an additional 6.6 per cent had 
benign gastric polyps. The average duration of 
pernicious anemia prior to the onset of the 

cancer in this group was 8.7 years. The value 

of photofluorography and cineroentgenography 
in periodic examination is discussed by these 
authors. 

The roentgenologic differentiation of benign 
and malignant ulcers is not always possible. 











Figure 3 (Case 1). Ster- 
num involved by the meta- 
static adenocarcinoma. 


The benign lesion is more frequent in indi- 
viduals under 50 and in those with symptoms 
of long duration. Roentgenographically, these 
lesions are characterized by a smooth crateri- 
form defect. Radiating folds al out the crater 
further substantiate the likelihood of a benign 
process. Carcinomatous ulcer craters tend to 
be irregular with distortion or stiffening of the 
surrounding fold pattern. The size of the ulcer 
niche is not a valid basis for distinction.”* De- 
crease in size of the ulcerated neoplasm may 
occur by growth of cancer tissue into the cra- 
ter or by the generalized contraction of the 
stomach in scirrhous carcinoma. Indeed, the 
crater may be a true peptic ulcer developing 
in a cancer and responding like any other ulcer 
to medical therapy. Approximately 14 per cent 
of gastric ulcers are neoplastic.” Those local- 










ized to the greater curvature and fundus are 
almost invariably carcinomatous, as are 65 per 
cent of prepyloric lesions. 

Gastroscopy is a valuable procedure, the cor- 
rect diagnosis in carcinoma ranging from 75 to 


go per cent of all cases.” Polyposis, giant 
hypertrophic gastritis, large normal folds, and 
polypoid neoplasms may be difficult or even 
impossible to differentiate. The gastric walls 
are usually distensible in the first three condi- 
tions named. 


PRESENT STATUS OF TREATMENT 


grange of the cancer-bearing stomach of- 
fers the only effective cure at the present 
time. Progress in the surgical treatment of gas- 
tric 


carcinoma is appreciable. Of interest is a 











recent report contrasting the resection rate and 
mortality from the years 1908 to 1937 and 1938 
to 1942.°° In the former period the resection 
rate was 14.8 per cent of all admissions with a 
resection mortality rate of 33.8 per cent. In the 
latter, the resection rate was 36.5 per cent with 
a mortality rate of 17.9 per cent. Prior to 1942 
one clinic reports the operative mortality for 
total gastrectomy to be 41.3 per cent. Since 
1942 the mortality has declined to 16.3 per 
cent.”* Sweet” found g1 of 141 patients with 
cardioesophageal cancer resectable with 79 sur- 
viving operation. Thirty of the group survived 
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Figure 4 (Case 2). Varia- 
tions in the appearance of 
an ulcer crater in a “chron 
ic” gastric cancer. 


a 


from six months to seven years. 

These and similar reports indicate a definite 
increase in the number of patients subjected 
to resection for carcinoma involving previously 
inaccessible portions of the stomach. In some 
clinics exploratory operation has bee» carried 
out in 76 to 88 per cent of all patients while 
resection rates have shown a similar trend up- 
ward, being feasible in 25 to 50 per cent. One 
group reports resection in 79.6 per cent of all 
patients observed in 1945.7‘ Mortality has 
steadily declined. In 1936, deaths following 
operation averaged 20 to 25 per cent of all 


















Figure 5 (Case 2). Ulcer 
crater in “chronic” gastric 
cancer. In the lower mid- 
portion, the ulcer margin 
blends into the adjacent 
mucosa. 








Figure 6 (Case 2). Cir- 
cumscribed ulcerating col- 
loid carcinoma infiltrating 
into muscle. 











208 Postgraduate Medicine 


patients undergoing resection. In some clinics 
this has more recently been reduced to levels 
of 5 to 10 per cent. The importance of “radical” 
gastrectomy with extensive lymph node and 
neighboring organ resection has been stressed 
by Brunschwig’* who compares the procedure 
to that of radical mastectomy. 

The operative mortality rates for palliative 
gastrectomy and for gastroenterostomy are sim- 
ilar. The value of the former has been shown 
to be considerable. Harnett records 7 patients 
with palliative gastric operations who survived 
for five years or more. Anschutz” found that 
50 per cent of patients with palliative resection 
survived one year, 30 per cent two years, and 
20 per cent three years. The factors concerned 
in such survivals will be discussed later. The 
trend toward an acceptance of greater hazards 
in resection of gastric carcinoma is well recog- 
nized, as it is by this method and this alone 
that prolonged survival from gastric cancer is 
possible. 


FACTORS INFLUENCING PROLONGED SURVIVAL 


A survey of the recent literature discloses 
little that is known regarding the factors 
which may influence “early” diagnosis and 
growth rate of tumors. Undoubtedly the in- 
accessibility of the stomach to direct exam- 
ination contributes largely to this lack of 
information. It has long been known that the 
presence of prolonged symptoms may be as- 
sociated with a favorable outcome. Indeed, the 
prognosis seems better in patients with extend- 
ed duration of digestive distress than in those 
with brief symptoms.* 

Many schemes have been devised for a classi- 
fication of gastric carcinoma to be used in the 
all important determination of the prognosis. 
Dochat,” applying Dukes’ method of classi- 
fication of rectal cancer to gastric cancer, 
divided the tumors into four groups. The first, 
with lesions confined to the mucosa, consti- 
tuted only 1.9 per cent of the cases. The second, 
with extension into but not through the mus- 
cularis mucosae, formed 10.8 per cent; the 
third, with lesions involving the peritoneum 


but not the lymph nodes, constituted 28 per 
cent. The fourth, with metastatically involved 
nodes, comprised 60 per cent of the total. Five- 
year survivals were noted in 100 per cent of the 
first group, in 61 per cent of the second, 44.2 
per cent of the third, and only 15.8 per cent of 
the fourth. Dockerty*’ believes that the com- 
bination of Broder’s histologic grading with 
Dochat’s modification of the Dukes’ typing 
offers an accurate method of determining the 
prognosis of gastric cancer. 


CHINDLER, Steiner, et al.** have also reviewed 
S the classification of gastric cancer with re- 
gards to ultimate prognosis. They conclude 
that “histologic criteria according to the usual 
conception, especially grading, seem not to 
have a direct correlation to the gross ap- 
pearance of gastric carcinoma, to its clinical 
course or to its surgical curability.” Schindler 
considers the classification as suggested by 
Borrmann to be satisfactory. Circumscribed 
polypoid growths and sharply limited non- 
infiltrating carcinomatous ulcers offer the best 
prognosis. These types unfortunately consti- 
tute only 20.5 per cent of gastric cancer. (The 
remaining 79.5 per cent, infiltrating in char- 
acter, are less favorable for five-year survivals.) 
According to Schindler no five-year cure is 
possible in the presence of infiltrative gastric 
carcinoma while the circumscribed polypoid 
and the sharply limited non-infiltrating car- 
cinomatous ulcer types (Borrmann 1 and 2) 
offer a 13.5 times greater chance for cure. 
Maimon, <a and Kirsner,* in a follow-up 
study of five-year survivals after gastrectomy, 
found 86 per cent to be of the circumscribed 
(type 1 Borrmann) and sharply limited non- 
infiltrating (type 2 Borrmann) varieties. There 
was no correlation between the histologic and 
gross appearance of the growths. The size of 
the lesion was of little or no prognostic sig- 
nificance. 

Steiner and his collaborators** compared the 
gross and microscopic differences between 
short term and five-year survivors after gas- 
trectomy. Significant histologic variations were 
noted in 25 of 30 five-year survivors (Figure 7) 
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Figure 7. Photomicro- 
graphs (mag. 3x) illustrat- 
ing the circumscribed char- 
acters of the tumor irrespec- 
tive of the histologic type in 
five-year survivors. 1. Un- 
differentiated cell carcin- 
oma. 2. Adenocarcinoma. 3. 
Colloid carcinoma. 4. Un- 
differentiated round cell 
sarcoma. 


£ Ss ae a 


“Some 
biologic barrier is, no doubt, present. Whether 
it is due to a low degree of aggressiveness of 
the tumor, to an extraordinary resistance of the 
host or toa balance between these two is not 


and in only 2 of 30 short term survivors. 


known.” Histologic grading based on the de- 
gree of perfection of imitation of gastric glands 
was of no prognostic significance. Long sur- 
vival was not incompatible with metastases at 
the time of operation, because lymph node in- 
volvement or other metastases were present in 
6 of the 18 cases in which the data was avail- 
able for verification. Removal of all cancer 
cells, regardless of their biologic malignancy, 
undoubtedly resulted in some five-year cures. 
Others, however, lived five years more because 
of the slow rate of growth of the tumor cells. 
The factors which govern the rate of growth 
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of some malignant cells are not known. These, 
however, are undoubtedly of the utmost im- 
portance in determining the period of survival 
after gastrectomy. 


FIVE-YEAR SURVIVAL 


Recent follow-up studies indicate that the 
incidence of five-year survival in all patients 
with carcinoma of the stomach varies from 2 
to 7.5 per cent. More encouraging are the re- 
ports from institutions where the number of 
patients subjected to gastric resection is increas- 
ing. Reference to Table 1 shows that five-year 
survival following gastrectomy ranges from 19 
to 34.7 per cent. In one series with resection of 
52 per cent of all patients, 21.5 per cent of the 
resection survivors lived five years or more. In 
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TABLE 1 


MorTALiry AND SuRVIVAL Rates 























REsECTED, | MORTALITY 5-YEAR SURVIVAL | 5-YEAR SURVIVAL 
ESEC ’ | 
AUTHOR TOTAL CASES | RESECTION, RESECTED CASES, | TOTAL GROUP, 
PER CENT i 
| PER CENT PER CENT PER CEN1 
CR Srcls eben we tae ectin’s Weta we | 463 | 141 cases 11.39 27.06 | 5.6 
DORE BEAT o.oo ccs rrensansyess 120 (1920-30) | | Less than 1 
208 (1931-40) | | 30 4.9 
State, Moore, and Wangensteen™......... 386 (1936-41) | | 16.6 21.5 6.6 
7 258 (1942-45) 52.2 | 
eee sete eee e eee eee eeeeees 683 35 | 12.2 34.7 2 
ESS ca RR ies eee ee ree | 6.6 
RT errs oln baila OSL aii anes totelae | 1,405 243 cases | 32.9 29 4.03 
MINE os. cccibatnwier oro Rad ann so-emea-oees 883 17.3 19 7.59 
Maimon, Palmer and Kirsner*........... 377 41.1 20.8 2 7.4 
Walters, Gray, and Priestley®............ 10,890 25.5 16.2 28.9 6.9 
II ac clocecchuviwie kas aoosan 582 0.7 2.1 








*Not stated. 


contrast, 35 per cent of a second series were od, disclosing the tumor in over go per cent of 
resected with 34.7 per cent of the resection sur- the cases. Gastroscopy is a valuable adjunct, the 
vivors alive after five years. Factors other than correct diagnosis being reached in 75 to go per 
those concerned with the surgical removal of cent of the examined patients. The value of 
tumors undoubtedly contributed to the varia- periodic roentgen and gastroscopic examina- 
tions in five-year survival. These include tumor tion in patients with pernicious anemia is con- 
metastases, the rate of tumor growth, and the _ siderable. 
resistance of the host. 5. Resection rates have steadily risen. Resec- 
In one group of 30 five-year survivors,’ tion mortality has decreased, some institutions 
anemia following gastrectomy was uncommon. reporting levels of less than 10 per cent. Pallia- 
Mild to moderate digestive distress following _ tive gastrectomy is worthwhile. 


recovery was present in 25 per cent of the 6. A review of the factors contributing to 
patients while 80 per cent were restored to a_ prolonged survival shows the prognosis to be 
productive life. more favorable in patients with extended symp- 


toms than those with symptoms of brief dura- 
tion. The size of the tumor is of less prognostic 
significance than the type, depending upon the 
1. A review of the current literature reveals degree of infiltration. 


CONCLUSIONS 


that approximately 70 per cent of gastric can- 7. Five-year survival is obtained in 5 to 7.5 
cer occurs in males, 80 per cent in patients per cent of all patients with gastric cancer and 
over the age of 50. in 25 to 35 per cent of those surviving resec- 


2. There are no characteristic symptoms of tion; 80 per cent of these are returned to a use- 
gastric cancer. The variation in the duration of _ ful life. 
symptoms is associated with the differences in 
the rate of cancer growth. In most instances 
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Management of Patients with Renal Lithiasis 


CHARLES C. HIGGINS 


CLEVELAND CLINIC, CLEVELAND 


N RECENT years the morbidity of renal lithiasis has 
been progressively lowered by a more compre- 
hensive study of the etiologic factors associated 

with stone formation. This permits their eradica- 
tion prior to operation, or during the period of pre- 
operative observation. It is the consensus that no 
single causative factor is responsible for the for- 
mation of all renal calculi. With this prevailing 
sentiment it is essential that during the period of 
preoperative investigation an intensive search be 
undertaken to ascertain the causative factors. 

Sufficient time has now elapsed since these prin- 
ciples have been applied to the management of 
renal lithiasis to observe a pronounced decrease in 
the incidence of recurrent renal calculi following 
operation. The operative procedure per se must 
therefore be considered but one phase in the man- 
agement of renal lithiasis. The following factors 
are associated with calculus formation and merit 
investigation before any surgical intervention is 
instituted. 

Numerous clinical and experimental observa- 
tions have demonstrated the relationship between 
calculus disease and the absence of certain essen- 
tials in the diet or an imbalance between the acid 
and alkaline ash foods. 

1. “Stone areas’—geographic areas in which 
urinary calculi are unusually prevalent have been 
reported in many countries. 

2. Since the first and second world wars the in- 
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cidence of calculus disease has increased in certain 
countries, explainable by the fact that large num- 
bers of people in these localities subsisted on im- 
properly balanced diets for an extended period of 
time during the conflict. This was especially em- 
phasized by Illyes." 

3. Denos and Minet* and Civiale* observed that 
in England and France during the last century cal- 
culus disease was one of childhood. Joly stated at 
the present time in England and France it is no 
longer a disease of childhood but one of adult life. 
This decrease in incidence of stones in children is 
attributable to progress in diet and nutrition. 

Long and Pyrah* stated that 4o per cent of their 
patients with renal calculi showed subnormal dark 
adaptation. (Figure 1.) Ezickson and Feldman” in 
a similar study stated that of 25 patients with uro- 
lithiasis 24 had disturbed dark adaptation from a 
mild to severe degree. 

In the experimental laboratory I have produced® 
renal calculi having the same chemical constituents 
as observed in our clinical patients. These calculi 
were composed of (1) phosphates with traces of 
carbonates in the white rat; (2) carbonates with 
traces of phosphates in the white rat; (3) oxalates 
in the rabbit; (4) uric acid in the Dalmatian dog; 
(5) the acetyl salts of the sulfonamides in the rab- 
bit. (6) In one patient having a large cystine cal- 
culus in the pelvis of the right kidney, dissolution 
was obtained by use of the high vitamin A alkaline 
ash diet. Later a small cystine stone was produced 
in the patient employing a vitamin A deficient, 
high purine diet. This calculus was then dissolved 
by the high vitamin A alkaline ash diet. There- 
fore studies for vitamin A deficiency are essential. 
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HYPERPARATHYROIDISM 


Barney and Mintz,’ and Albright and Bloomberg* 
have stressed the relationship between hyperpara- 
thyroidism and renal lithiasis. (Figure 2.) In 1934 
Barney and Mintz reviewed a series of cases in 
which the diagnosis of hyperparathyroidism had 
been substantiated by surgical intervention. In 61.1 
per cent, calculi were observed in the urinary tract. 
These observers concluded that hyperparathyroid- 
ism was the contributing factor in 4 to 5 per cent 
of cases of renal lithiasis. 

Griffin, Osterberg, and Braasch® in 1938 stated 
that hyperparathyroidism was an etiologic factor 
in less than 0.2 per cent of their cases. In our series 
it was observed in 0.6 per cent of cases. Although 
the incidence cited by Barney and Mintz is higher 
than we have observed, I am of the opinion that 
the actual incidence of hyperparathyroidism is 
higher than urologists have presumed in the past. 

An intensive study should be made in all pa- 
tients with renal calculi to rule out the possibility 
of hyperparathyroidism as a causative factor. 

The level of the serum calcium and the serum 
phosphorus in the blood should always be deter- 
mined. If there is an elevation of the serum cal- 
cium and a lowering of the serum phosphorus, 
additional studies of calcium balance are advisable, 
while roentgenologic studies may reveal bone le- 
sions compatible with the diagnosis of hyperpara- 
thyroidism. 


FOCAL INFECTION 


In 1921 Rosenow and Meisser’® demonstrated 
the specificity of streptococci to produce urinary 
calculi. They inoculated the pulp of the teeth of 6 
dogs with streptococci isolated from the urine of 
patients with calculus disease. Following this, cal- 
culi developed in the dogs, and streptococci were 
cultured from the urine. Foci of infection in the 
teeth, cervix, and prostate should be eradicated. 


INFECTION IN URINARY TRACT 


The relationship between infections of the uri- 
nary tract and renal lithiasis is well recognized. In 
100 cases with recurrent renal calculi, previously 
reported, infection was present in 54 of 72 patients 
with recurrent unilateral stones. In this series the 
number of patients in whom the culture of the 
urine was sterile is relatively high. In several pa- 
tients the recurrent stones were very small. Urinary 
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antiseptics had been previously administered in 
nine instances. In the group of 28 patients with 
bilateral recurrence, infection was present in the 
kidneys in 23 cases, and the culture of the urine 
was sterile in 5. (Figure 3.) The staphylococcus in 
pure or mixed culture was the predominating or- 
ganism, and the proteus organism occurred second 
in frequency. 

Ezickson" in 1944 investigated the relationship 
of urinary tract infections to urolithiasis in 134 pa- 
tients with a history of a calculus. The urine cul- 
tures were negative in 70 and positive in 64. Com- 
plete bacteriologic study is required including a 
gram stain of the urinary sediment and culture on 
glucose-brain broth media. In each patient it is 
necessary to ascertain if the offending organism 
possesses urea-splitting properties which render the 
reaction of the urine strongly alkaline. From a 
therapeutic standpoint the use of ammonium salts 
as an acidifying agent is contraindicated in the 
presence of urea-splitting infections of the urinary 
tract. Brown and Earlam™ observed that 18 per 
cent of the bacilli and 40 per cent of the staphylo- 
coccus albus that infect the urinary tract have the 
power of splitting urea. 
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Figure 1. Vitamin A deficiency chart with return to 
normal after administration of vitamin A concentrate. 


STASIS 


N some instances stasis is definitely associated 
I with the formation of renal calculi. Stasis is 
conducive to shifting the pH of the urine to the 
alkaline side and produces a fertile field for bac- 
terial growth. (Figure 4.) Routinely an intrave- 
nous urogram should be secured. When stasis is 
demonstrable corrective procedures to eliminate 
the causative factor may be instituted at the time 
of surgical intervention. Similar studies to deter- 
mine if stasis has been eliminated should be made 
before the patient is dismissed from the hospital. 


METABOLIC DISEASES 


Metabolic disease plays an important role in the 
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production of renal calculi. This is especially true 
of diseases accompanied by an increased excretion 
of crystalloids in the urine. 


GOUT 


Gout is a metabolic disease in which excessive 
amounts of crystalloids such as urates and uric 
acid may be present in the urine. Normally, man 
excretes 0.3 gm. to 1.2 gm. of uric acid daily, the 
amount being influenced by the diet. The patient 
may form a stone in the kidney or experience fre- 
quent attacks of colic due to the passage of small 
stones or showers of uric acid crystals. As the 
amount of crystalloids excreted is influenced by 
diet, the role of postoperative dietary management 
in this type of case is extremely important. 


CYSTINURIA 


Cystinuria is a familial disease said to be caused 
by the derangement of intermediate protein met- 
abolism. (Figure 5.) Normally, cystine is oxidized 
completely and the sulfur is excreted as a sulfate. 
Seeger and Kearns™ in 1925 collected 181 cases of 
cystinuria, 124 of which were complicated by cal- 
culus disease. 

The cystine may be found in the urine partly in 
solution, and also in crystalline deposit. Hyper- 
excretion of cystine, therefore, may be associated 
with renal lithiasis. 


OXALURIA 


Oxaluria implies an abnormal amount of oxalic 
acid in the urine. Approximately 12 to 30 mg. of 
oxalic acid, which has both an exogenous and en- 
dogenous source, is excreted in the urine daily. 
Oxaluria is determined by the presence of calcium 
oxalate crystals in the urine, the reaction of which 
may be acid, neutral, or alkaline. Since there is an 
exogenous and endogenous source of oxalates, their 
precipitation in the urine may be minimized post- 
operatively by a restriction of foods having a high 
oxalic acid content. 


XANTHINURIA 


Xanthine calculi occur rarely. Kretschmer™ in 
1934 collected a series of 15 cases and added an 
additional one; 16 to 60 mg. of purine base is 
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Figure 2. Renal calculi associated with hyperpara- Figure 3. Bilateral renal calculi associated with renal 
thyroidism. infection. 


Figure 4. Renal lithiasis associated with renal stasis. 











Figure 5. Renal lithiasis (cystine) associated with 
metabolic disease. 


excreted in the urine daily, as the purines are the 
end products of the metabolism of the nucleins. 
The role of diet is obvious in individuals forming 
this type of calculus. 

Three types of phosphaturia may be present: 

1. Temporary phosphaturia may be produced by 
eating an overabundance of foods containing an 
excess of alkaline ash or medication. 

2. Chronic phosphaturia may be produced by an 
infection in the kidney possessing the power of 
splitting urea. 

3. Persistent phosphaturia, etiology obscure, may 
occur in the absence of renal infection and in in- 
dividuals whose diet appears normal. 

It is thus essential to make an intensive study 
of metabolic diseases which are accompanied by 
hyperexcretion of crystalloids in the urine. The 
role of a postoperative diet to prevent calculus 
formation cannot be overemphasized. 


SURGICAL MANAGEMENT 


In recent years a more conservative attitude has 
been taken in the surgical management of renal 
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calculi. Refinements in surgical technic have per- 
mitted conservative treatment in instances in which 
the kidney would formerly have been sacrificed. 
Likewise, the introduction of the newer chemo- 
therapeutic agents permit eradication of kidney 
infections which heretofore would have been im- 
possible. 

The majority of renal calculi confined to the 
pelves of the kidneys may be removed through a 
simple linear incision in the pelvis. If this incision 
is not adequate the pyelotomy Elargie technic of 
Marion” or inferior pyelolithotomy of Zucker- 
kandl'® may be utilized. After the calculus has 
been removed the incision in the pelvis is closed 
with 000 catgut, unless a pronounced infection is 
present. It has been shown that prolonged drain- 
age of urine is conducive to the introduction of a 
staphylococcus albus infection, regardless of meticu- 
lous care exercised in dressing the wound. 

Occasionally when technical difficulties arise 
nephropelviolithotomy is justifiable. The incision 
in the renal cortex should be as small as possible 
and only in the parenchyma overlying the calculus. 

Nephrolithotomy is also a valuable procedure. 
Many kidneys containing stag-horn calculi may 
now be saved, whereas in the past the kidney 
would have been removed. Operations upon pa- 
tients with bilateral stag-horn stones may now be 
given the benefit of this more conservative proce- 
dure. In the experimental laboratory we demon- 
strated that the immediate bleeding is less profuse, 
and that less infarction and atrophy of the renal 
parenchyma are produced with the cutting cur- 
rent. A number 18 catheter is inserted routinely 
into the kidney pelvis through the cortex for drain- 
age, irrigation, and removal of retained clots. Cali- 
cectomy, I believe, is too radical a surgical proce- 
dure for an uncomplicated stone in the calyx of 
the kidney. Heminephrectomy is at times a con- 
servative operation and the means of sparing the 
kidney. Under certain conditions the resection of 
the upper or lower pole of the kidney may pre- 
vent sacrificing the organ. 

In the presence of a pyocalyx containing a cal- 
culus associated with a stricture of the infundi- 
bulum, the infection and stasis persist even if the 
calculus is removed and the kidney destroyed 
afterward. It may also be the preferable procedure 
when the kidney has two pelves either with a 
bifurcated ureter or double ureters, or when one 
segment of kidney is almost destroyed by infection 
and the pelvis of the segment contains a calculus. 
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Figure 7. pH control of urine by diet. 


I do not believe that the kidney should be de- 
livered out on the loin when removing a stone 
from the pelvis of the kidney. The kidney should 
not be traumatized, manhandled, and delivered 
into the incision. By sharp dissection the opera- 
tion should be carried down to the posterior aspect 
of the kidney pelves and adequate exposure 
secured with flexible retractors. The surgical pro- 


cedure accompanied by the minimum of trauma 
to the kidney is preferable. 


POSTOPERATIVE MANAGEMENT 


f i postoperative management of these patients 
may be outlined as follows: (1) adequate 
fluid intake, distilled water for one year; (2) extra 
vitamin A; (3) elimination of foci of infection; 
(4) eradication of urinary tract infection; (5) cor- 
rection of stasis; (6) correction of metabolic dis- 
eases; (7) surgical exploration of the parathyroid 
glands, if a diagnosis of hyperparathyroidism is 
established; and (8) dietary management. 

After the chemical constituents of the calculus 
have been determined and the pH of the urine 
from the kidney which harbored the stone is in- 
vestigated, a dietary regimen is instituted. 

The function of the diet is to control the pH of 
the urine, minimize the excretion of crystalloids 
in the urine and to maintain the urinary salts re- 
sponsible for the production of the calculus in com- 
plete solution. By maintaining the crystalloids in 
complete solution, precipitation and accumulation 
of the crystalloids are prevented, thereby eliminat- 
ing a requisite necessary for the formation of renal 
calculi. 

For calculi composed of phosphates and car- 
bonates the high vitamin A acid ash diet is em- 
ployed. (Figure 6.) 

The pH of the urine is maintained between 5.2 
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and 5.4 or at a point where the phosphates and car- 
bonates are maintained in complete solution, thus 
the urine is kept free from crystals or sediments 
which precipitate in alkaline urine. 

For uric acid, cystine, or xanthine calculi the 
alkaline ash diet is employed. The pH of the urine 
is shifted to a point where these salts are not pre- 
cipitated in the urine and at the same time the 
alkaline salts continue to remain in solution. (Fig- 
ure 7.) Foods with a high purine content are also 
restricted for patients with uric acid calculi in or- 
der to minimize the precipitation of uric acid and 
urates in the urine. When the calculus is com- 
posed chiefly of oxalates, foods with a high oxalic 
acid content are restricted. Control of the pH of 
the urine is not as important, as oxalates precipi- 
tate in urine the reaction of which may be acid, 
neutral, or alkaline. As a general rule, however, 
the pH is maintained on the acid side to increase 
solubility of the calcium salts being excreted in 
the urine. 
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Prescribing a diet does not suffice. The patients 
are taught to make their own pH determinations 
(which requires a few minutes) and these reports 
are presented to the physician at frequent inter- 
vals. These tests are made daily. If the pH of the 
urine is not maintained at the correct level, further 
changes in the diet may be prescribed. The fact 
that the diet is important is now confirmed by 
additional reports in the literature citing a pro- 
gressive decrease in the incidence of recurrent cal- 
culus formation. 

It is obvious that the management of a patient 
is a complex problem of which surgery is but one 
phase. Neglect in removing the causative factors 
associated with stone formation will be followed 
by a high incidence of recurrent calculus disease. 

Familiarity of all phases of calculus disease, close 
adherence to the known concept of stone forma- 
tion, and the diligent application of known meas- 
ures to prevent stone formation will be rewarded 
by a lessened incidence of calculus recurrence. 
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Mormal Kiitne °Y 


Photograph of a normal kidney. The glisten- 
ing and transparent capsule peels off easily. 
When sectioned, a sharp demarcation is ob- 
served between the outer cortex and the inner 
medulla with its striated pyramids. There is 
usually a small amount of adipose tissue 
about the renal pelvis. 


A corrosive preparation of the kidney reveal- 
ing the rich and complex blood supply of this 
interesting and beautifully constructed organ. 
(Prepared and loaned by Dr. E. J. Farris, Wis- 
tar Institute of Anatomy, Philadelphia, Pa.) 


Plates shown courtesy Sharp & Dohme, Inc. 
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Bilateral hydroureter and hydronephrosis 
(or- 1 Uhc1-10 i oY) os=4q0 (on do) amma co) ani d-1e1t-] mer-] collate) aat- i 
The kidney on the left is sectioned; the right 
remains intact. The renal arteries remain 
Ehac-loial-to mm com dal-m-(0)ac-p 


Massive perinephric hemorrhage caused by 
sharp blow over left kidney. Bleeding has 
occurred between the kidney and its capsule. 








Primary renal adenocarcinoma with invasi 
of calices and pelvis. 


All photographs one-half normal size. 
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Surgical Treatment of Asthma 
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ARLY reports concerning surgery for asthma 

have been characterized by enthusiasm, but 

the follow-up studies have usually dampened 
the early expectations. It is reasonable to assume, 
therefore, that a thoroughly satisfactory surgical 
treatment for asthma is not available. 

The history of surgical endeavors for this disease 
is interesting. The first attempt was made by Kum- 
mell,' a German, in 1923. Kummell wanted to 
operate upon the vagus nerve, but he was fearful 
of the consequences and, accordingly, operated 
upon the sympathetic system and performed’ ami- 
lateral cervical sympathectomy. His reasons for this 
were that his associate, Braeucker* had reported 
to him that stimulation of either the sympathetic 
system or the parasympathetic system might result 
in bronchial. constriction. There are some reasons 
to question this conclusion. 

A year later, Kappis,* also a German, divided 
the right vagus nerve just below the recurrent 
laryngeal, and he too was quite enthusiastic about 
his results. 

Leriche’ performed stellate ganglionectomies for 
asthma and in addition to attacks on the sympa- 
thetic and parasympathetic nervous systems there 
have been many other operations attempted. These 
include removal of costal cartilages to increase 
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; the right main bronchus. 
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respiratory excursion, division of the sternum, re- 
moval of the spleen, the thyroid, and countless 
operations upon the nasal sinuses. 

In 1929, in this country, Phillips and Scott” pub- 
lished a scholarly paper on the subject, reviewing 
the literature and reporting one case of their own. 
In their patient the right-sided approach was em- 
ployed. The vagus nerve was injected with novo- 
caine, four branches of the vagus to the posterior 
portion and inferior portion of the bronchus were 
divided, and the vagus itself divided just distal to 

In 1938, Rienhoff and Gay" utilized an approach 
which resembled both Kummell’s original work 
and that of Phillips and Scott, namely, destruction 
of the posterior pulmonary plexus. In their work, 
however, a routine bilateral approach was used, 
staging these operations from a few weeks to a few 
months apart. 

In 1942, Rienhoff and Gay summarized their re- 
sults. There were 21 patients operated upon: 9 of 
these were dead as a result of the operation or died 
later; 8 revealed striking benefits and felt that the 
operation had been a success; only 4 showed no 
improvement. 

If one forgets for a moment the operative and 
late mortality which is high, a beneficial result in 
8 of the 12 patients is not too discouraging and cer- 
tainly compares very favorably with the results of 
the surgery of hypertension. 

More recently, Carr and Chandler’ have advo- 
cated and performed dorsal sympathetic ganglio- 
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nectomies for asthma on 5 patients. These patients 
have been followed for four to ten years. Only 2 
of the group, it is stated, have lost time from work 
during this period; the others have had thoroughly 
satisfactory results. 

There are many reasons for failure in surgery of 
asthma and, moreover, many reasons that evalua- 
tion of any procedure, except after long periods, is 
of little significance. 

Another factor which has made surgical attacks 
on asthma difficult has been that it is impossible to 
reproduce in the experimental animal a situation 
which resembles human bronchial asthma. In our 
own laboratory we have employed histamine shock 
in attempting to test various procedures in the way 
of nerve division and it has not been successful. 

Improvements in anesthetic technics and a better 
understanding of the pharmacologic action of vari- 
ous agents have undoubtedly been an important 
aid in reducing the operative mortality in our series 
of asthma cases. It is amazing and surprising to 
find in the earlier reports of the surgery of asthma 
that nitrous oxide was employed as an anesthetic 
agent, and later even cyclopropane, both of which 
are bronchial constrictors. In this connection it is 
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important to emphasize that if one does attempt 
surgery of asthma, ether is the anesthetic agent of 
choice because it is a bronchodilator itself. 

Another factor which has hampered attempts in 
the surgery of asthma, I am sure, is the lack of 
knowledge or at least precise knowledge of the 
anatomy of the nerves of the pulmonary hilum. 

Asthma is a dreadful disease. One sees many 
cases of asthma which are not incapacitating, but 
the patients we have studied and upon whom we 
have operated have been entirely intractable and 
unable to engage in any gainful occupation. I have 
been unable to find a reliable source to determine 
how many cases of asthma there are in the United 
States. I do know that there are now in Veterans 
hospitals in this country 188 cases of bronchial 
asthma which have been hospitalized for six con- 
secutive months or longer. 


e™ the surgical approach which we have em- 
ployed is described, I believe it is necessary to 
enumerate our criteria for recommending surgical 
intervention. The patient must have had a com- 
plete medical study and failure of ordinary con- 
servative methods. 

In all of our cases the Medical Department has 
considered the problem and must approve of radi- 
cal intervention. All of these patients should be seen 
by a psychiatrist because there is a tremendous 
psychogenic element in asthma. 

At the onset we tried very diligently to do 
bronchospirometric studies on all these patients. 
We have had to give it up because they have so 
much difficulty in breathing that it simply cannot 
be done technically unless they are given large 
doses of agents to prevent bronchial spasm. 

Since we started this work about two years ago 
we have seen over 200 cases of severe asthma, and 
we have operated upon 26 cases. In this connection 
it is important to tell you that there is no difficulty 
whatever in persuading (and we do not persuade 
them, we dissuade them) people with severe 
asthma to have something done, they are so des- 
perately incapacitated and miserable. 

In our group of 26 cases, 6 patients were severe 
alcoholics. Perhaps the asthma was not entirely to 
blame for the alcoholism, but it played a part. 
Three patients had attempted suicide because of 
intractable asthma. 

In these 26 cases we have had 1 operative death. 
The death occurred in a man 73 years of age who 
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had had severe asthma for many years, and who 
had severe emphysema. He was in the hospital and 
persuaded us to undertake the operation. He in- 
formed us he would kill himself if we didn’t try 
to do something for him. He withstood the opera- 
tion well but died on his second postoperative day 
while he was sitting in a chair having his break- 
fast. Postmortem examination revealed a spon- 
taneous pneumothorax on the right side; the left 
side had been operated upon. There have been no 
other operative deaths. 

In the group of 26 patients, in 3 cases bilateral 
operations were done. The right side was operated 
upon following an unsatisfactory result from left 
sided intervention. Nineteen of the 26 patients at 
the present time are pleased with their results. The 
first patient in the group has been under observa- 
tion for two years. There have been 3 late deaths 
and these patients had severe emphysema and cor 
pulmonale. One patient, who died approximately 
eighteen months after operation, had had no attacks 
of asthma during this interval. Since the follow-up 
periods vary from a few months to two years, the 
results must await the test of time before final as- 
sessment can be made. 

Approximately 50 per cent of this group of pa- 
tients had demonstrable cor pulmonale and ap- 
proximately 80 per cent had severe emphysema. 

There have been interesting byproducts of this 
investigation. For example, in this group of severe 
asthmatics, prolonged ether anesthetics alone have 
not given relief. In milder cases I believe there is no 
question that ether or ether avertin administration 
will provide temporary respite. The same facts ap- 
ply to bronchoscopy. In none of our cases did 
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bronchoscopy provide relief for more than twenty- 
four hours. 

An important lesson has been learned concern- 
ing medication. Intravenous aminophyllin has been 
the most efficient drug in the so-called intractable 
group and demerol by far the most dangerous be- 
cause of its habit forming qualities. Three demerol 
addicts have been seen. 


OPERATIVE PROCEDURE 


The purpose of the operation is to denervate the 
lung at the pulmonary hilum. This is carried out 
in the following steps: (1) identification of the left 
vagus nerve at the level of the pulmonary plexus; 
(2) the vagus is freed and retracted gently, but not 
cut; (3) the pulmonary plexus is destroyed; (4) 
all visible branches of the vagus to the pulmonary 
hilum and lung are divided; (5) esophageal 
branches and the main trunk of the vagus are pre- 
served (esophageal branches become evident at 
about the level of the inferior pulmonary vein); 
(6) the sheaths of the great vessels, e.g., pul- 
monary artery and veins, are cleaned away as 
much as possible; (7) the pulmonary ligament is 
divided in order to destroy any fibers entering 
through it. A separate attack is not made on the 
sympathetic ganglia but only the sympathetic fibers 
involved in the pulmonary plexus are destroyed. 
This plan may be altered as time goes on but for 
the present we wish to evaluate a single procedure. 
It is encouraging that 19 of 26 patients are pleased 
with the results following surgical intervention for 
severe asthma. Perhaps lowered operative mortali- 
ties and the suggestion of definite relief would 
justify surgical intervention in more suitable risks. 
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The Treatment of Bladder Neck Obstruction 


EVALUATION OF METHODS IN USE 


HERMAN L. KRETSCHMER* 


UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE, CHICAGO 


S A RULE the patient with prostatic obstruc- 
tion presents no problem in diagnosis. The 
history of urinary symptoms that have been 

present for several years, mild at first, gradually 
increasing in severity in an elderly man at once 
suggests prostatic obstruction. 

When the rectal examination reveals an enlarge- 
ment of the prostate and residual urine is present, 
a tentative diagnosis of prostatic obstruction is 
made. When the rectal examination is negative, it 
is necessary to consider the presence of a middle 
lobe, a median bar, or contracture of the bladder 
neck. 

In benign hypertrophy the rectal examination 
shows a large, smooth, soft elastic prostate. In car- 
cinoma the prostate is hard and nodular; the bor- 
ders are irregular and there may be extension be- 
yond the capsule of the prostate. In advanced cases 
there may be extension to the seminal vesicles. 

In the differential diagnosis, one must consider 
stricture of the urethra, lesions of the bladder, dia- 
betes, nephritis, and lesions of the central nervous 
system. 


HYDRONEPHROSIS AND PROSTATIC OBSTRUCTION 


It is a well known fact that hydronephrosis does 
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occur as a result of prostatic obstruction. What 
was not known was the frequency and the extent 
of the hydronephrosis. Routine intravenous pyelo- 
grams have thrown much light on this subject. 

In a review of 408 cases of prostatic obstruction 
published in 1946, Squire and I’ found hydro- 
nephrosis and hydroureter in 44.44 per cent of all 
cases of bladder neck obstruction. In a recent study 
we” found the incidence to be 33.43 per cent. Not 
only was there a reduction in the incidence, but 
the degree of hydronephrosis was very much less 
in the second than it was in the first series. 

The marked reduction in both the incidence and 
extent of hydronephrosis is due to the fact that the 
patient now seeks relief at an earlier time in his 
illness. A comparison of the time element revealed 
that the second group sought relief seventeen and 
one-half months, nearly one and one-half years, 
earlier than did the patients in the first group. 

Severe chills, fever, sweats, and pyuria following 
Operation or resection may be due to infection in 
an overlooked hydronephrosis. 


PROSTATIC OBSTRUCTION AND CANCER O} 
THE RECTUM 


Bladder complications occur in about 15 to 18 
per cent of patients who are operated upon for 
cancer of the rectum. Since more and more patients 
are being operated upon for cancer of the rectum, 
the urologist sees more and more of these cases. 
Bladder complications following radical operations 
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fall into the following two groups: 

1. In this group the bladder complications are 
due to disturbances in the innervation, the result 
of the operation, and to changes in the position of 
the bladder due to the presence of a cavity remain- 
ing after the removal of the rectum. 

2. In a much more important group, the post- 
operative urinary symptoms are due to prostatic 
obstruction. Because of complete retention which 
does not respond to treatment, the patient must 
be operated upon and the obstruction removed. 

The value of transurethral resection is perfectly 
obvious since it avoids a second major operation 
in a patient who recently had a major operation 
and who may have a colostomy. 

The question for discussion is whether in a 
patient with symptoms of prostatic obstruction and 
a cancer of the rectum, the prostatic condition 
should be treated (resection) before the radical 
operation for cancer of the rectum is undertaken. 
Transurethral resection would at most delay the 
rectal operation for only a few days and would 
avoid disagreeable postoperative distress follow- 
ing the rectal operation. 


HEMOLYTIC REACTION 


Recently a new syndrome following transure- 
thral resection has been described. Almost immedi- 
ately after the resection marked cyanosis develops. 
A severe anemia, all out of proportion to the blood 
loss, develops in twenty-four hours. Oliguria is 
overlooked, being masked by the irrigating fluid. 
Jaundice is present. The patient may be very rest- 
less or dull and apathetic. 

Many urologists believe this condition is the re- 
sult of hemolysis of the blood and that this in turn 
is due to the entrance of the irrigating fluid (ster- 
ile water) into the open veins. Others (Bunge and 
Bauer) state that the role of shock must be seri- 
ously considered. Some are of the opinion that the 
height of the irrigator above the patient may be a 
factor. I believe another factor to be considered is 
the possibility of a small perforation of the bladder 
during the resection. The condition generally runs 
a rapidly fatal course. 

To prevent this complication, it has been rec- 
ommended that the irrigator should never be 
more than 18 to 24 inches above the patient. 
Creevy* has recommended the use of glucose as 
an irrigating solution and Nesbit' has advised the 
use of glycine. 
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VASECTOMY 


ie MY Opinion vasectomy as a routine procedure 
is unnecessary. Bilateral vasectomy is indicated 
if the patient has had recurring attacks of epidid- 
ymitis, or if he enters the hospital with an acute 
fulminating epididymitis. 

The incidence of epididymitis following resec- 
tion is only about 2.5 per cent which does not 
justify routine vasectomy. 


WHEN TO OPERATE 


The decision when to operate can be determined 
within twenty-four or forty-eight hours after ad- 
mission to the hospital. There is no need to keep 
the patient in the hospital a week before you make 
up your mind whether he is a good or a bad risk. 
The tendency today is to operate immediately after 
it has been established that the patient is a good 
risk. Nothing is to be gained by procrastination. 

At the end of twenty-four or thirty-six hours of 
hospitalization, the patient may be operated upon 
under the following conditions: 
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1. When the renal function has become sta- 
bilized, i.e., the non-protein nitrogen remains at or 
below 65 mg. per cent. 

2. A good cardiac function. 

3. Presence of a normal or nearly normal blood 
count. 

4. Little or no infection. 

5. Not over 8 ounces of clear residual urine. 

6. Good urinary output. 

7. The patient is able to be up and walking 
about. 

Under these circumstances nothing is to be gain- 
ed by waiting and one proceeds with the resection 
or prostatectomy without further delay. 


CASES THAT NEED PRELIMINARY TREATMENT 


It makes little difference which method of opera- 
tion has been selected. Every patient must have a 
careful history and a complete physical examina- 
tion. Preliminary treatment does not need to be 
carried out as often nor as long as formerly. This 
is due to the fact that the patients seek relief early 
instead of late in their illness. 

Cases that need preliminary treatment fall into 
the following groups: 

1. Impaired renal function. 
. Large amount of residual urine. 
. Severe urinary infection. 
. Poor or impaired cardiac function. 
5. A history of repeated attacks of angina. 
6. The history of a recent attack of coronary 
thrombosis. 
7. The presence of hypertension or hypotension. 
8. Attacks of bronchitis and emphysema. 
g. The presence of diabetes. 

10. Dehydration. 

Impaired renal function—The patient should 
never be operated upon until the renal function 
has become stabilized. I have operated on patients 
whose non-protein nitrogen was stabilized at go 
mg. per cent without untoward results. The free 
use of fluids by mouth or intravenously up to 5,000 
or 6,000 cc. in twenty-four hours, catheter drain- 
age where there is residual urine, with or without 
infection, and the internal administration of alka- 
line diuretics is the generally accepted method of 
treatment. 

Large residual urine—Our views on the amount 
of residual urine that may be present and the 
patient subjected to operation have become more 
liberalized. Formerly, the upper limits of safety 
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without treatment was 4 ounces. At the present 
time one proceeds with the resection in the pres- 
ence of 8 to 10 ounces provided other examina- 
tions are negative. 

The control of infection—The control of infec- 
tion is of the greatest importance. The patient 
should not be operated upon until the infection 
has been eliminated or controlled. 


IB prom is the most important part of the 
treatment. One generally begins with the in- 
dwelling catheter. A small catheter is to be pre- 
ferred. It should be changed frequently. The 
urethra should be irrigated daily with a hand 
syringe to avoid formation of a periurethral ab- 
scess. Daily lavage of the bladder is routine with 
many urologists. 

Fluids should be administered by mouth or in- 
travenously. As much as 5,000 cc. may be needed 
daily. Care must be exercised so as not to overtax 
the heart, if its function is below par. 

In a few instances indwelling catheter drainage 
cannot be continued because of pain in the urethra, 
profuse urethral discharge, bleeding, and chills 
and fever. A suprapubic cystostomy under local 
anesthesia must be carried out. In an occasional 
case, the infection is so severe that it is perfectly 
obvious that a suprapubic cystostomy must be car- 
ried out at once. 

During the period of treatment administration 
of the various sulfa compounds, penicillin, and 
streptomycin, is carried out. 

Cardiovascular lesions—Patients with prostatic 
obstruction fall into an age group in which lesions 
of the cardiovascular system are rather frequent. 
In many of these cases the problem of operability 
is of great importance to both the patient and the 
surgeon. The presence of cardiovascular disease in 
the prostatic patient raises two questions: (1) the 
patient with known cardiovascular disease is con- 
cerned with the amount of risk he assumes; (2) 
the urologist is concerned with the nature and ex- 
tent of the lesion, and the kind and amount of 
treatment needed to make the patient a safe risk. 

In a recent study of 314 unselected consecutive 
cases of prostatic obstruction, 112 cases or 35.66 per 
cent showed evidence of heart disease. There’ were 
22 cases who had systolic pressure of over 200 and 
diastolic pressure of over 100. In one of my cases 
the patient stated that he had over 1,100 attacks of 
angina and yet he underwent two transurethral re- 
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sections with an uneventful convalescence. The im- 
portance of cooperation with the cardiologist is 
obvious. 

Respiratory complications—Recurring attacks of 
asthma and bronchitis and the presence of emphys- 
ema are deserving of consideration as far as the 
selection of the anesthetic is concerned. 

Diabetes—Diabetics no longer are refused opera- 
tion since they can all be prepared for operation 
on routine or emergency management. 

Dehydration—Many patients are in a state of 
severe dehydration when admitted to the hospital. 
The prompt administration of fluids orally and 
intravenously is indicated. The response is good. 


COMPLICATING LESIONS IN THE URINARY TRACT 
LEsIONS OF THE BLADDER: 
large 
small 
single 
multiple 

— 

large 
single 
multiple 


Calculi 


Diverticula 


{benign 

l malignant 

LeEsIONS OF THE KIDNEY: 
Hypernephroma 
Solitary cyst 
Polycystic disease 
Calculi 


Tumors 


MANAGEMENT OF THE PATIENT WITH COMPLICATING 
LESIONS IN THE URINARY TRACT 


Vesical calculi—When the calculi are small and 
not much infection is present, a lithopaxy and a 
transurethral resection can be done at the same 
time. Relatively large stones may be treated by 
lithopaxy at the time of resection. When both 
stone and prostate are very large, the lithopaxy 
may be done first and the resection a few days 
later or vice versa. 

When severe infection is present, it is best to 
perform a suprapubic cystostomy, remove the 
stones, and institute drainage before proceeding 
with the operation or transurethral resection. 

Diverticula—They are always associated with ob- 
struction. After removal of the obstruction, small 
and even relatively large diverticula show a mark- 
ed diminution in size. Very large diverticula re- 
quire diverticulectomy. It is surprising how often 
removal of the obstruction is all that is needed and 


225 


they cause no further distress. In my experience 
the need for diverticulectomy is steadily declining. 

Tumors—Benign papillomata, whether large or 
small, are removed with the resectoscope at the 
time of the resection. There can be no excuse to 
make two operations out of this situation. In the 
papillary carcinoma and the infiltrating carcinoma, 
the problem is not so simple and each case will 
have to be considered individually. 

Lesions of the kidney—The routine use of x-rays 
and intravenous urograms has revealed lesions of 
the kidney when least suspected, such as calculi, 
malignant tumors, solitary cysts, and infected 
hydronephrosis. Whether to operate upon the kid- 
ney first will depend upon the nature of the lesion, 
the condition of the patient, the status of his pros- 
tatic condition, and the symptoms produced by the 
renal lesion. In the patient with chills, fever, and 
sweats due to an infected hydronephrosis or severe 
infection due to a stone the renal surgery should 
be done first. 

The patient with a stone that was found during 
routine examination, and is not producing symp- 
toms, should be kept under observation. He may 
avoid operation. 

The patient with a renal tumor may be oper- 
ated upon either before or after the resection. Soli- 
tary cysts, unless they become infected or bleed, 
or are very large, may be kept under observation. 
Polycystic disease is rarely a contraindication un- 
less there is marked impaired renal function, the 
result of this congenital anomaly. I have operated 
on several prostatics with polycystic disease of the 
kidney without untoward results. 


TREATMENT 


Sb object of the treatment is to relieve the 
obstruction with the lowest mortality and 
morbidity. 

The use of hormones in benign obstruction is 
without value. There is no recorded cure following 
the use of hormones. In cancer, hormones are of 
value in controlling the course of the disease. 

The obstruction can be removed by one of four 
types of operation, namely: (1) transurethral re- 
section; (2) suprapubic prostatectomy; (3) perineal 
prostatectomy; and (4) retropubic prostatectomy. 

Transurethral resection is the method of choice 
at the present time. It is used more frequently than 
any other type of operation. Shivers and Groom® 
in a recent study of 14,856 questionnaires received 
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from the members of the American 
Association report the following: 


Urological 


Transurethral resection 8,508 
Suprapubic prostatectomy 5,564 
Perineal prostatectomy 493 

4865 
Retropubic prostatectomy oO 


Of the 8,508 resections 6,782 were one-stage and 
1,726 two-stage resections. Of the suprapubic pros- 
tatectomies 2,535 were one-stage and 3,392 were 
two-stage. The small number of perineal prostatec- 
tomies would lead one to assume that perineal 
prostatectomy has lost its favor. Retropubic pros- 
tatectomy is new and not many operations were 
done at the time of Shivers and Groom’s survey. 

The overall mortality in this large series was 3 
per cent. The highest rate of 4.4 per cent was in 
the two-stage prostatectomies. The lowest, 2.2 per 
cent, was in the one-stage resections. 

I still prefer transurethral resection for the fol- 
lowing reasons: (1) lower mortality rate; (2) can 
be used in so-called inoperable cases; (3) fewer 
postoperative complications; and (4) shorter period 
of hospitalization. 

There still exist some differences of opinion in 
the management of two types of cases: (1) the 
very large prostate, and (2) the patient with re- 
curring attacks of hematuria. 

Whether or not the large prostate should have 
open surgery or resection depends upon the gen- 
eral condition of the patient and the skill of the 
urologist. If the patient is an extremely grave risk, 
naturally one would perform a resection. Depend- 
ing upon the skill and patience of the urologist he 
may do a resection in a case that another says is 
too large for resection. 

When a patient has had recurring attacks of 
hematuria with passage of large clots several years 
after his resection and if the examination shows 
the presence of a relatively large prostate, I believe 
the patient should have a suprapubic prostatec- 
tomy, especially if he had at his initial session one 
or two transurethral resections. 


RETROPUBIC PROSTATECTOMY 


The latest addition to our armamentarium is 
retropubic prostatectomy recently popularized by 
Millin of London.’ Others have used this approach 
before he did. Van Stockum* in 1g0g removed an 
enlarged prostate through an incision in the cap- 
sule, anteriorly, and then carried out suprapubic 
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cystostomy. Maier” in 1924 reported 4 cases in 
which he used the inguinal extravesical approach. 
In 1933 Jacobs and Casper’ described a prevesical 
technic. Hybbinette’’ in 1935 and Uteau and 
Leroy'* in 1936 reported subpubic technics. Millin 
has aroused great interest in this new approach to 
the prostate. He has developed his own technic 
and performed his first retropubic prostatectomy 
iN 1945- 

This new operation has been taken up with great 
enthusiasm by some urologists in this country. 
Glowing results have been reported in recent pub- 
lications. Heretofore great stress was laid upon 
avoiding opening the space of Retzius during 
suprapubic prostatectomy because of the dangers 
of infection. In performing retropubic prostatec- 
tomy, the space of Retzius is deliberately opened. 
It is possible with the use of the new antibiotics to 
minimize the danger of infection in the space of 
Retzius. 

It is a bit too early to place a proper evaluation 
on this new procedure. With the passing of time, 
its evaluation and place in treatment will be estab- 
lished. It is interesting to call attention to the large 
number of cases of osteitis pubis that are reported 
following this new operation, an observation that 
has been rare heretofore." 


MORTALITY 


b pong has been a steady decline in the mortality 
rate in the treatment of the prostatic patient 
in spite of the fact that many so-called bad risk 
cases are operated upon. In their studies of deaths, 
Shivers and Groom found the overall mortality to 
be 3 per cent. It was highest in the two-stage pros- 
tatectomy, 4.4 per cent. It was 2.2 per cent in the 
cases of one-stage resection. 

Recently Butler and I° made a study of 314 un- 
selected consecutive cases of prostatic obstruction. 
One hundred twelve cases or 35.66 per cent show- 
ed evidence of heart disease. There were 22 cases 
who had systolic pressure of over 200 and diastolic 
pressure of over 100. 

In a recent study of 314 cases” among which 
there were 112 cardiacs, the mortality was 1.9 per 
cent. The total number of resections carried out 
was 404. On this basis the mortality rate was 1.4 
per cent. 

POSTOPERATIVE MORBIDITY 


The persistence of symptoms after operation or 
resection, such as pain, frequency, urgency, and 
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pyuria may be so disturbing as to demand correc- 
tion before the patient is discharged from the hos- 
pital. The most frequent causes are: (1) persistent 
obstruction, (2) postoperative strictures, (3) per- 
sistent infection, (4) residual urine, (5) incon- 
tinence, (6) persistent fistulas, (7) recurrent epi- 
didymitis, (8) hematuria, and (g) formation of 
stones. 

Many patients suffer from more than one lesion, 
so that the patient may have persistent obstruction, 
residual urine, and infection at the same time. 

Persistent obstruction—The two most common 
causes of persistent obstruction are incomplete re- 
moval of tissue and postoperative stricture. Incom- 
plete removal of tissue is more frequent with re- 
section than with surgical prostatectomy. As one’s 
experience with resection increases there are few- 
er and fewer cases in which one fails to remove 
all of the prostatic tissue. Even with surgical pros- 
tatectomy small amounts of prostatic tissue may 
be left behind and continue to grow and many 
vears later again produce symptoms demanding 
operation. 

Postoperative strictures—Urethral stricture oc- 
curs more frequently with resection. They are 
more frequent in the patient who has had multi- 
ple resections. They are due to the use of instru- 
ments too large for the urethra, the trauma of the 
movement of the resectoscope, insufficient lubri- 
cation, allowing the sheath to become too hot, and 
a prolonged resection. 

Meatotomy is indicated when the external orifice 
is small. Some urologists perform an external ure- 
throtomy when they believe it is indicated. 


NE must do everything possible to avoid the 

formation of stricture. Strictures following re- 
section are difficult to treat. It is of little satisfac- 
tion to the patient to substitute one type of obstruc- 
tion for another: It is obvious that many of these 
factors can be eliminated and the incidence of 
strictures reduced. 

Strictures follow both suprapubic and _ perineal 
prostatectomy. Stricture. may occur at the junction 
of the prostatic and membranous urethra. 

The formation of a diaphragm at the internal 
urethral orifice has followed suprapubic prostatec- 
tomy. The persistence of a nodule overlooked 
the time of the prostatectomy may be the cause 
of obstruction at the bladder neck. 

Persistent infection—This is often due to incom- 
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plete removal of tissue. The infection may be lim- 
ited to the bladder or it may involve the kidneys, 
or involve both upper and lower tract. Persistence 
of infection is not dependent upon the type of 
operation performed. It is often due to presence of 
avascular or dead tissue which forms an excellent 
culture media. Indiscriminate and deep fulgura- 
tion to control bleeding as well as prolonged pres- 
sure by gauze pack or bag are contributing factors. 
Tags of tissue are at times responsible. 

Residual urine—This is obviously due to incom- 
plete removal of tissue. If upon examination be- 
fore his discharge from the hospital more than an 
ounce or two is found, the patient should have an- 
other resection at once. In lesions of the central 
nervous system, residual urine may be present even 
though all prostatic obstruction has been removed. 

Incontinence of urine—Incontinence may follow 
any type of operation upon the prostate. According 
to Shivers it has been noted in 0.7 per cent of one- 
stage and in 0.g per cent of medi ge prostatec- 
tomy, in 2.4 per cent of perineal prostatectomy, 
and in 9.g per cent of one-stage resection, and i 

2 per cent in multiple resections. 

Persistent fistulas—Persistent fistulas occur more 
frequently in perineal prostatectomy. In Shivers’ 
survey the incidence was 5.5 per cent. They are less 
frequent in suprapubic prostatectomy. In his sur- 
vey they occurred in 0.4 per cent in one-stage and 

per cent in two-stage. When small they can be 
closed with the high frequency spark. If this fails, 
operation is necessary. 

Hematuria—Hematuria as a cause of morbidity 
is deserving of serious consideration. The patient 
may have one or more attacks of hematuria several 
years after his resection during which interval his 
urine has remained clear and there have been no 
urinary symptoms. The bleeding may be due to re- 
currence of the hypertrophy, infection in the pros 
tate, or the presence of large vessels around the 
bladder neck. On the other hand, the bleeding may 
also be independent of the resection and due to 
the presence of a malignant tumor in the kidney 
or bladder, or other genitourinary pathology. This 
calls for complete urological examination, e.g., to 
rule out malignant disease of the kidney or of the 
bladder. 

Some form of treatment is indicated. Transure- 
thral fulguration of the enlarged vessels may be 
done. Generally, however, there is present more or 
less prostatic tissue which calls for resection. Be- 
cause of recurrence of hypertrophy, with increased 
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vascularity and infection, especially if large, supra- 
pubic prostatectomy is probably to be preferred. 

Epididymitis—This is a rare cause of postopera- 
tive morbidity either during or after discharge 
from the hospital. 

Formation of stones—This is rare, especially 
when obstruction has been completely removed 
and infection eradicated. I have seen several cases 
in which the nucleus of the stone was due to one 
of the chips of prostatic tissue that was overlook- 
ed at the time of resection. 


POSTOPERATIVE COMPLICATIONS 


These are relatively infrequent today due to 
more careful preoperative study and preparation, 
early ambulation, antibiotics, and modern anes- 
thesia. Complications which may occur are: (1) 
fever; (2) bleeding; (3) shock; (4) hemolytic re- 
action; (5) sepsis; (6) phlebitis; (7) pneumonia; 
and (8) epididymitis. 

Fever—Nearly all patients have a small amount 
of fever irrespective of the type of operation per- 
formed. It is of short duration and may be due to 
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infection in the prostatic bed, or acute pyelo- 
nephritis. 

Bleeding—lf mild, it is controlled by evacuation 
of clots and insertion of a Foley bag. If severe, the 
bleeding point should be visualized, and either 
sparked or resected. Transfusion of blood may be 
needed. 

Shock—This generally is due to loss of blood. 
In resection it may indicate perforation of the blad- 
der. It may also be due to hemolytic reaction. 

Sepsis—Formerly a frequent complication, it is 
rare today due to preliminary preparation and use 
of antibiotics. Routine use of the antibiotics before 
transurethral resection when no infection is present 
is not indicated. 

Pulmonary complications—That is, embolism, 
pneumonia, infarct, bronchitis, empyema are very 
infrequent. 

Phlebitis—In my experience phlebitis is very rare. 
Hence I do not employ routine ligation of veins of 
the lower extremity before operation or transure- 
thral resection. 

Epididymitis—Epididymitis is generally treated 
by elevation, hot wet applications, and sedatives 
for pain. 
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VIGOROUS PHYSICAL THERAPY RECOMMENDED FOR MULTIPLE SCLEROSIS 


arses experience in treating multiple sclerosis has led Dr. Tracy J. Putnam to recommend 
vigorous physical therapy rather than confinement to bed. Except in the most acute phases of 
the disease, confinement to bed only tends to produce invalidism, incapacity, and prolonged dis- 
ability, he says in a recent issue of the Crippled Child Magazine. 

Dr. Putnam stated further that about 40 per cent of the 250,000 persons in the United States 
afflicted with this degenerative disease of the nervous system are able to continue working. “Each 
case must be considered individually, there is no universally applicable treatment,” Dr. Putnam 


says. “The situation is hopeless, however, only if we think so.” 
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Surgical Aspects of Duodenal Ulcer 


GEORGE G. FINNEY* 


JOHNS HOPKINS UNIVERSITY SCHOOL OF MEDICINE, BALTIMORE 


REATMENT of duodenal ulcer has been a con- 

troversial problem for many years; it has 

fluctuated somewhat from major emphasis on 
medical treatment to surgical lines. Throughout 
the nineteenth century treatment was mainly along 
medical lines, of course. In the early part of this 
century and until 1926—through many strong per- 
sonalities in the surgical field—perhaps the surgeons 
dominated the treatment of duodenal ulcer. Among 
those whom we could name immediately would be 
Lord Moynihan of England, Dr. John B. Murphy 
of Chicago, and the two Drs. Mayo. 

However, because the results of surgical treatment 
did not approach the hundred per cent mark, our 
medical friends who had taken an interest in this 
subject all along were called upon more and more 
to determine not only the correct diagnosis in each 
individual case but also what was best from the 
standpoint of treatment. So the pendulum swung a 
little bit the other way and has reached, I think, a 
happy point as far as most of the medical profession 
is concerned—namely, that ulcers (and I am speak- 
ing, of course, of duodenal ulcers) can be both 
medical and surgical and in fact many of them do 
reach both phases. 

The important thing that we all should keep in 
mind, however, is that because we do not know the 
cause of ulcers, we have to attack the problem from 
an indirect standpoint, and because we know that 
completely satisfactory surgical treatment un- 
fortunately does not reach much above the go per 
cent figure even in the best of hands, it is absolutely 
necessary that the internist and the surgeon work 

*Assistant Professor of Surgery, The Johns Hopkins University 
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closely together in order to achieve the results that 
we all hope for. 

From the purely surgical standpoint, the treat- 
ment has run the gamut from very conservative to 
very radical measures. I am not going into the 
various technical aspects of surgical operations for 
duodenal ulcers. I am simply going to mention the 
types of operations as we go, because each individual 
surgeon who has had more experience—for one 
reason or another—with a particular type of opera- 
tion, has worked out in his own mind and with his 
own hands various modifications of it. Therefore, 
we ought to discuss only principles, not the various 
individual technicalities. 

There are three fundamental types of surgical 
procedures in the treatment of duodenal ulcer. One 
is resection of the stomach with some type of anas- 
tomosis. A second is gastroenterostomy or pyloro- 
plasty—both of which work toward the same end. 
The third is resection of the vagus nerves either with 
or without provision for further drainage of the 
stomach. I believe that the proper treatment of 
duodenal ulcer may require any one of the three 
types and not only one, depending upon the in- 
dividual case. 


REPRESENTATIVE CASES 


At this time it will be in order to discuss the pa- 
tients that Dr. Odell has kindly sent to us from 
St. Vincent’s Charity Hospital. They represent 3 
types of patients, and I am gong to mention 2 others, 
so that we can have 5 representative cases from the 


more common types that we see. 


Case 1—The first patient is a 43-year-old male who work- 
ed for the railroad doing heavy manual labor. He was ad- 
mitted to the hospital on October 25, 1948, because of a 
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TABLE 1 
HospiraL CoursE—Duopenat ULcers 
1940-1946 


77 High 144 Low 

Resections Resections 

(Per cent) (Per cent) 
Hospital mortality........... 3.9 2.1 
Hospital course unsatisfactory. . g.1 17.9 
Hospital course satisfactory.... 87.0 80.0 


Total TET E TTC CT TORT TT 100.0 100.0 


sharp, severe, nonradiating epigastric pain. This pain fre 
quently awakened him at night. He had been on a diet 
for three years without any apparent relief from his dis 
comfort. He had a questionable history of tarry stools. For 
four months prior to admission, his pain had become more 
severe and radiated to his back between his shoulders. He 
had lost 15 to 20 pounds. 

Three months before admission he had an x-ray in the 
outpatient department. No definite ulcer crater as such could 
be found; nevertheless he has quite a marked deformity 
of his duodenal bulb. Physical examination was negative 
except for tenderness in his epigastrium and perhaps ra 
diating a little to the right. 


Case 2—The next patient is a 37-year-old male, employed 
at a steel company; he was working around the coke areas 
where the work was rather heavy and the temperatures at 
times quite high. 

This man was first seen in the outpatient department in 
August 1947, at which time he complained of epigastric 
pain. He first noticed this pain about a year and a half 
previously. It was intermittent in character, but for the 
most part mild. During the past year the pain had occurred 
periodically, but was never severe until August. It would 
often occur before breakfast, would be relieved by a meal. 
would recur before his mid-day meal, would be relieved 
again, and so on. He had noticed no abnormal color in 
his stools. Since August 1948, he had vomited two or three 
times a day; however, at no time did he vomit any large 
quantity. 

Physical examination of this patient was negative except 
for tenderness in his epigastrium. 


Case 3—The third patient, 31 years of age, also worked 
at a steel company, but he did general labor and was not 
in contact with the hot furnaces. He was first seen in the 
emergency room on November 2, 1948. While walking 
down the steps at his home he suddenly had a very sharp 
pain in his epigastrium which radiated to one shoulder and 
doubled him up. There was also a two weeks’ history of 
some pain or soreness, as he described it, about his umbilicus, 
which was usually relieved partially if he took milk of 
magnesia or some other alkali. 

The positive findings in this patient were very obvious 
discomfort with complaint of extreme pain in the epigastri 
um. On physical examination he had a board-like abdomen 
and so was taken immediately to surgery and operated on. 
\ ruptured ulcer was found just distal to the pyloric 
sphincter. There were some intestinal contents in the ab 
domen. The ulcer was closed with interrupted sutures and 
the patient's convalescence since then has been good. 
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TABLE 2 


Recurrence RatE—Dvopenav ULcers 
FoLLowep uP To SEVEN YEARS 





67 High 125 Low 
Resections Resections 
| 
(Per cent) (Per cent) 
PrOwEd SCCURTCECE..6 6 os06ccusis 2.0 8.3 
Symptoms of recurrence without 
POSTE TEES Coe | 6.0 LO. 
Total probable recurrences... . 8.0 18.3 


TABLE 3 


Exp REsuLts IN 192 Casts oF DuopENAL ULCER 
FoLLowep Up To SEVEN YEARS 








High Resection|Low Resection 
(67 cases) | ( 125 cases) 
(Per cent) | (Per cent) 














ID aio ceeasas canunis 81.0 | 71.0 
oe. Se 12.0 17.0 
Died after discharge .......... 3.5 3.0 
es eT 3.5 9.0 
PRS rer ee 100.0 100.0 


We might have another case here which would have a 
somewhat similar history, namely a patient who had had 
previous epigastric discomfort and distress. Perhaps it had 
not been severe enough for him to consult a physician or 
perhaps the patient had treated himself with alkalies, food, 
or milk. Then one night after he went to bed he was 
awakened with the desire to defecate and went to the 
bathroom, felt very faint, noticed that he passed blood. 
and also vomited blood. That patient, if seen by a doctor. 
would be quite exsanguinated and would show definite 
signs of profuse hemorrhage. 

Further study in this case would show evidence of a 
duodenal ulcer which presumably would be the site from 
which the bleeding came. 


Case 4—1 would like to interpolate at this point to bring 
up the type of case that I am sure many of us have seen— 
the case with a massive hemorrhage but where we cannot 
demonstrate any ulcer. This is, of course, the most difficult 
type to handle and the most difficult type to know what to 
do with; unless our medical and x-ray confreres can dem 
onstrate an ulcer for us, exploration of this type of case, if 
and when it becomes necessary, unfortunately gives nega 
tive findings so often that we will not always be able to 
determine where the bleeding has come from. 


Case 5—The fifth type of history that I would like to 
mention is of a person, usually in the older age group (60 
vears of age or older), who has had a gastrointestinal history 
for many years. Perhaps he has known he had an ulcer and 
has gone on fairly well, for the most part, but at times has 
had difficulty. Then he has gradually noticed that he has 
more fullness in his abdomen and he begins to vomit. He 
will perhaps go a number of days before he will vomit, but 
then he will vomit large quantities. This is the type of 
patient who has a definite pyloric obstruction with atony 
of the stomach and marked dilation. 
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roM the surgical standpoint, how would we 
Pas these cases as a whole? Again I would like 
to emphasize the fact that we cannot say that any 
one of these cases necessarily is surgical until we have 
made the definite diagnosis. The only case that really 
is surgical from the beginning is the one that had a 
perforated ulcer. 

I would like to ask the first patient how much 
pain he had. 

PATIENT: I had an awful lot and it was bad. It 
waked me up at night and it kept me all in a knot 
just like I was tied up. 

DR. FINNEY: Did you ever vomit? 

PATIENT: I vomited just a little bit. 

DR. FINNEY: This patient was admitted to the hos- 
pital, was operated upon, and was found to have a 
duodenal ulcer. A subdiaphragmatic vagotomy was 
performed. How have you felt since your operation ? 

PATIENT: I have felt better. 

DR. FINNEY: How much fullness do you have at 
any time after eating? 

PATIENT: Just a very little. 

DR. FINNEY: Can you work all right? 


Ne 
w 
- 


paTieNT: I haven't worked yet. 

DR. FINNEY: But you feel all right? 

PATIENT: Yes, I feel all right. 

DR. FINNEY: The data in Tables 1, 2, and 3 have 
been supplied through the courtesy of one of my 
colleagues at Johns Hopkins, Dr. William E. Grose, 
who has been interested in this subject for some time 
and went over the cases at Johns Hopkins Hospital 
in the years 1940 to 1946. 

Tables 1, 2, and 3 show all the cases who came to 
surgery and had resections for duodenal ulcer. There 
were 77 high resections, and 144 low resections. By 
high resections we mean at least two-thirds of the 
stomach; by low resections, on the whole, we mean 
half of the stomach or less. 

There is nothing very significant in Table 1 except 
for the fact that in the low resections the hospital 
course was not quite as satisfactory as in the high 
resections. 

The recurrence rate for these cases in a seven-year 
follow-up period is shown in Table 2. In the high 
resections there was 2 per cent proved recurrence: 
in the low resections, 8.3 per cent recurrence. The 


" TABLE 4 


OPERATIONS FOR ULCER 


Vagotomy Group Resection Group 





Operations 


Te TO | En 


53 
TIM QB boca cen ckrccsrennes 15 
Vagotomy with stoma............... 14 
Vagotomy with resection. ............ 2 


“Is 


Marginal Ulcer Saclratne tk ele ae aeien o eaeec ie 


Patients Followed Operations Patients Followed 
48 70 | 69 
13 
13 
7 I 14 


TABLE 5 


OPERATIONS FOR DUODENAI 
CURRENT 


ULcer 


RESULTS 


(3 TO 28 MONTHS AFTER OPERATION ) 


Vagotomy, alone 
or with stoma 


Patients followed.............- 26 
Number Per cent 
SO eee eee eee 18 70 
eee re 5 18 
0 Ee ern er 2 8 
I naa 02ers whee anne eee I 4 


Deaths, operative 


Vagotomy with 
Resection alone 
resection 


69 


22 
Number Per cent Number Per cent 
9 4 29 42 
6 25 24 34 
6 28 10 1S 
I 4 2 3 


Oo 4 h 


TABLE 6 


OPERATIONS FOR DUODENAL 
RECURRENCE 


Vagotomy, alone 
or with stoma 


Patients followed............0- 26 
1 (4 per cent) 





ULcER 


Vagotomy with 
resection 
22 69 
1 (5 per cent) 4 (6 per cent) 


Resection alone 
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TABLE 7 


OPERATIONS FOR DuopENAL ULCER 
DIET 











Vagotomy, alone Vagotomy with 


: ; Resection alone 
or with stoma resection 


Patients followed 23 18 59 
Number Per cent Number Per cent Number Per cent 
Normal 9 50 34 58 
Limited 9 50 __ 25 ae 











TABLE 8 


OPERATIONS FOR DuopENAL ULCER 
RETURN TO WORK 





Vagotomy, alone Vagotomy with a a oe 
or with stoma resection 
Patients followec 23 16 63 

Number Per cent Number Per cent Number Per cent 

Unrestricted gI 9 56 49 78 

Restricted (part time) 4.5 19 8 13 


Unable to work a5. | 4 25 1 6 9 











TABLE 9 


OPERATIONS FOR DuopENAL ULCER 
FULLNESS 

















Vagotomy, alone Vagotomy with 


: . Resection alone 
or with stoma resection 








Patients followed 26 22 : | 59 
Number Per cent Number Per cent Number Per cent 
PINE 6 cone thee cece aa wes 10 39 12 56 34 
Mild | 9 42 26 
Severe | 3 14 8 





TABLE 10 


OPERATIONS FOR MARGINAL ULCER 
CURRENT RESULTS 








Vagotomy Gastric Resection 
Patients followed 7 14 
Per cent Number Per cent 
Excellent : 20 
Good | 8 59 
Improved - 
Failure 14 





TABLE 11 ; 
: been stated over and over again by those who have 
OPERATIONS FOR MarcinaL ULCER : - . - 
RECURRENCE had the most experience with resections for treat- 


—— ———— _ ment of duodenal ulcer. 
Vagotomy | Gastric Resection 








Patients Followed | 7 | 14 
Number Per cent| Number Per cent 
__Recurrentulcer.....| a) 2 ae wouLp like to present the data on all operated 
I cases for duodenal and marginal ulcers in which 
resection and/or vagotomy with or without gastro- 
total recurrence based on symptomatology was  enterostomy was performed at the Johns Hopkins 
around 8 per cent in the high resections and 18 per Hospital for a two-year period beginning in 1946. 
cent in the low resections. There was a total of 123 cases. These data indicate 
The end results in these cases of high resection certain trends, that is all. There were two groups, 
show more favorable conditions than the low re- those of the vagotomy group and those of the re- 
sections (Table 3). This simply bears out what has _ section group (Table 4). 
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TABLE 12 


OPERATIONS FOR DuopENAL ULCER 


RESULTS IN VAGOTOMY PATIENTS 





Vagotomy 

Patients followed 13 

Number Per cent 
Excellent 8 62 
Good 3 24 
Improved 8 
Failure I 8 


Vagotomy with 
resection 


Vagotomy with stoma 


13 22 
Per cent Number Per cent 
7 9 40 
15 6 28 
6 28 


I 4 


Number 


TABLE 13 


OPERATIONS FOR ULCER 
(DUODENAL & MARGINAL) 


FREEDOM FROM SYMPTOMS 





or with stoma 





Vagotomy with 
resection 


Resection alone 





Patients followed 33 
Number 
Entirely well (no symptoms).. 24 
Better (but with symptoms). . 8 
Unsatisfactory I 


Per cent 


The current results in the two groups twenty- 
eight months after operation are shown in Table 5. 
Table 6 gives the recurrence rate during that same 
period, which, of course, is a very short space of 
time to judge any operation, but will show a trend. 

Table 7 shows the results as far as diet is concern- 
ed. With vagotomy alone or with gastroenterostomy 
or pyloroplasty, 91 per cent were taking a normal 
diet; vagotomy with resection, 50 per cent; resection 
alone, 58 per cent. The results on return to work 
are seen in Table 8. Table 9 simply gives an indica- 
tion as to what happens after surgery. 

The current results of proved marginal ulcer treat- 
ed in this manner are shown in Table ro. I think that 
this is the one field where most of the surgeons are 
agreed—both those who believe that vagotomy has 
a place in surgery and those who are very skeptical, 
perhaps rightfully so—as to the value of vagotomy up 
to the present time. Of the 7 patients treated with 
vagotomy, none were failures, whereas 2 patients 
who underwent gastric resection were failures. 

The recurrence rate following operation is shown 
in Table 11. 

Table 12 gives the results in the vagotomy patients 
up to the present time. Remember that this is only 
a two-year period, so that no conclusions really can 
be drawn; this simply is an indication. 

The results in the vagotomy alone or with stoma 
are shown in Table 13. 


Number Per cent Number Per cent 
9 40 32 39 
12 56 43 49 
I 4 s 10 


I conclusion, it can be said that our knowledge 
of the cause of duodenal ulcer has not increased 
very much in the past few decades. Therefore, our 
attack on it from both the medical and surgical as- 
pects is still very much clouded. As has been stated 
so well by James B. Priestley, “surgical treatment of 
duodenal ulcer is directed toward the elimination of 
the acid-producing glands, diversion of gastric secre- 
tion from the duodenum, or elimination of the 
neurogenic element of gastric secretion and motility 
by section of the vagus nerves.” In other words, at 
the present time there is no direct approach to the 
elimination of the factor or factors primarily re- 
sponsible for the initial increase of gastric acidity 
and for the prolongation of the increase seen in 
duodenal ulcer. 

Finally, I would like to read just one paragraph 
from an article on this subject written by J. M. T. 
Finney, Sr., some twenty years ago which I think 
is just as applicable now: “In the final analysis, what 
are to be the determining factors in deciding be- 
tween medical and surgical treatment or between 
one operative procedure and another? The con- 
scientious physician and surgeon will carefully 
weigh all factors in the light of accumulated ex- 
perience and attendant circumstances, and decides 
accordingly. He will not be unduly influenced by 
custom or rule of thumb or even weight of authority. 
He will decide each individual case on its merits.” 
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Etiology of Varicose Veins 
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NORMAL VENOUS ANATOMY 





INTRODUCTION 


The purpose of this exhibit is to present new 
information concerning the etiology of varicose 
veins of the lower extremities. Gross dissections 
and histologic study in 100 cadavers lead us to 
believe that constitutional defects in venous struc- 
ture are the primary factors in the etiology of 
varicose veins, whereas mechanical factors play a 
contributory or aggravating role. 


IMPORTANCE OF VALVES ABOVE 
SAPHENOFEMORAL JUNCTION 


Since it is definitely known that there are no 
valves in the inferior vena cava and rarely in the 
common iliac veins, it is the role of the valves in 
the external iliac veins to support the column of 
blood when in the upright position. 

Absence of valves in the external iliac veins 
imposes a greater burden on the valves in the 
femoral veins. 

Absence of valves in both the external iliac 
and femoral veins above the orifice of the great 
saphenous, imposes an even greater burden of sup- 
port on the valves of the latter vessel; in other 
words on the superficial circulation, predisposing 
to varicosities. 


*Microscopic examinations made by Peter Herbut, M.D. 
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NORMAL VENOUS PHYSIOLOGY 


The 4 factors in return flow of blood are: 


1. HEART ACTION 


a. Transmission of arterial pressure to venous 


capillaries 
Capillary=22 mm. Hg. 
Venule —20 mm. Hg. 
Vein =15 mm. Hg. 


b. Diastolic suction 


2. RESPIRATORY ACTION 
a. Inspiratory enlargement of thorax sucks blood 
toward heart 
6. Diaphragmatic contraction increases the intra- 
abdominal pressure 


. SKELETAL MUSCLE ACTION 

a. Contraction pushes blood toward heart due 
to direction of venous valves 

6. Relaxation sucks blood from below upward 
and from superficial to deep veins via the 
communicating veins 


Ww 


4. GRAVITY ACTION 
a. Opposes return flow when extremity is depen- 
dent 
b. Aids return flow when extremity is elevated 


QeEBAY Femoral Antecubital 


These pressures are wee 
equal 50-150 mm H.O 


Antecutibal pressure increases 1.25x Antecubital pressure increases 2 x 
Femoral pressure increases 3x Femoral pressure increases 5x 
Saphenous pressure increases 5x Saphenous pressure increases 10x 


A= OF 











Pushing factors Pulling factors 
Transmitted arterial pressure Diastolic suction 
Increased intraabdominal pressure Inspiration 
Skeletal muscle contraction Skeletal muscle relaxation 

















235 





VALVULAR DISTRIBUTION WHY ‘VARICOSE VEINS RARELY 
ABOVE SAPHENOFEMORAL JUNCTION DEVELOP BEFORE ADOLESCENCE 


Found in dissection of 100 adult cadavers os , a 
. Elasticity of veins and skin is greatest then. 


I 
| Number in Right || Number in Left | Total | 2. Diameter of veins is relatively smaller. 
| Ext. Iliac | Femoral! || Ext. Iliac | Femoral | | Cadavers 3 
| 





. Veins are still growing in length, minimizing 


0 Oo | 0 | 0 6 | tortuosity. 

0 7 FF |} 2 nN 4. Hydrostatic pressure is less, since full height has 

0 | O | 1 0 5 ; 

o | o Il 1 a | 0 not been attained. 

0 | 4 | 0 | oO 13 5. Muscular movements are more active and more 

| constant. 

> «| Ut U8 | 8 I 70. | 6 Prolonged periods of standing, occupational 

o }; 1 | 4 1 o | 0 . Prolonged periods of standing, occupational or 

0 } 4. |i 1 | “er 3 otherwise, are exceptional. 

1 es #3 8.4 3 

i i oo GROSS ANATOMIC FINDINGS 

1 0 1 1 | : On the basis of valvular distribution in the 
| | | 0 o | 4 external iliac and femoral veins proximal to the 
; . | e orifice of the great saphenous vein in 100 cadavers, 
| 1 1 1 » 6 there is a 42 per cent minimal incidence of in- 
‘_eee oe 100 creased stress at the saphenofemoral junction, due 


ee . a to total absence of valves on one or both sides 
| No vein contained more than ene valve above this site. We believe this is a potential etiolog- 
ic factor in the development of varicose veins. 
INCIDENCE OF ABSENCE This potentiality exists bilaterally in 6 per cent and 
OF VALVES ABOVE unilaterally in 36 per cent, the left side predomi- 
SAPHENOFEMORAL JUNCTION nating slightly. To a lesser degree, the presence of 
only one valve above the saphenofemoral junction 

in 100 Cadavers (below ) may also be a potential etiologic factor. 








Total absence of valves on one or both sides . 


Bilateral absence 6 wT 
Unilateral absence 36 oy ro 





Right 16 
Left 20 

Valves absen! in one or both external iliacs but present in corresponding femoral 71 
Right 16 


Left 27 D 


Valves absent in one or both — but present in corresponding external iliac 18 


Bilateral absence 1 _____* 
Unilateral absence 17 
Right 10 oy 














Bilateral absence 28 
Unilateral absence 43. 














Left 7 
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HISTOLOGIC STUDY OF 100 SAPHENOFEMORAL JUNCTIONS 
The great saphenous at this area is a perfor- 
ator vein at a common site of retrograde 
blood flow in varicose states. 
Specimens were obtained at postmortem: g1 from 
adults, 4 from children, and 5 from infants. 


This site was chosen because: 
The saphenofemoral junction is a constant 
structure anatomically. 
The valve guarding its orifice is the most 
constant in the entire saphenous system. 


“NORMAL” FINDINGS 


In only 16 was the sinus wall of the saphe- 
nous vein histologically “normal.” (A sinus wall 
is that portion of a vein wall opposite valve leaf- 
lets.) The femoral sinus walls were normal. 


Normal femoral sinus wall 


Sinus wall slightly thinner than rest of vein 
wall 
Tunica intima contains elastic fibers 
Thick tunica media, due to 
Well developed muscle bundles 
Well developed collagen bundles 
Well developed elastic fibers 







Normal femoral sinus wall 





Normal saphenous vein 
: —> 
proximal to valve 


Normal saphenous sinus wall —» 














Normal sapheous vein ___» 
distal to valve 
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“ABNORMAL” FINDINGS 


In 84 the sinus wall showed “defects.” These 
“defects” were present in all 8 specimens from ex- 
tremities with varicose veins; in all 4 specimens 
from children; in 4 of the 5 infant specimens; and 
in 68 specimens from adults without apparent vari- 





cosities. 






Defective 


sinus wall 














Defective sinus wall 


Sinus wall only 42 to 5 as thick as normal 
Tunica intima contains no elastic fibers 
Very thin tunica media due to 

Absence of muscle bundles 

Decrease in collagen bundles 

Decrease in elastic fibers 








SIGNIFICANCE OF 
HISTOLOGIC FINDINGS 


Absence of smooth muscle and internal elas- 
tic membrane in the sinus wall of the great saphe- 
nous vein at its highest valve is common. 

Because of this finding in infants, this defect may 
be congenital and possibly hereditary. 

It is possible that this same defect in other 
perforator veins would predispose to dilatation un- 
der the constant stress of hemodynamic forces, 
rendering the corresponding valves functionally in- 
competent and permitting retrograde flow of blood 
from the deep into the superficial veins. 


72 


CONCLUSIONS 


1. From gross and histologic study evidence 
supports the belief that absence of valves above the 
saphenofemoral junction and defective structure in 
the sinus wall at the highest saphenous valve are 
constitutional factors in the etiology of primary 
varicose veins of the lower extremities. 

2. These constitutional defects may explain 
the hereditary tendency toward the development 
of varicose veins. 

3- Mechanical factors, such as increased hy- 
drostatic pressure (occupational standing) or in- 
creased intra-abdominal tension (pregnancy, pelvic 
tumors, heavy work, straining at stool) merely 
play an aggravating role. 
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PRACTICAL ASPECTS OF THYROID DISEASE* 


ERE is a volume on thyroid disease designed 
to present the author’s thesis in such a way 
that medically trained readers may emerge 

with a better understanding of the aims of the sur- 
geon, and surgically trained readers may better 
understand what the internist and radiologist are 
able to accomplish. The book is entitled practical, 
yet covers literally scores of theoretical considera- 
tions in a manner which reveals the incisiveness of 
the “doer” and the thoroughness of the scholar. 

The appeal to the internist is based on the 
premise that a greater number of thyroid disorders 
formerly in the province of the surgeon now are 
soluble by the technics of internal medicine. Fur- 
ther, the internist must be sufficiently conversant 
with the technical aspects of the surgical approach 
to be able to afford his patient competent advice in 
the matter of choosing a surgeon. “No internist has 
fulfilled his obligations if he refers a patient with a 
discrete adenoma suspected of being cancer to a 
surgeon who will not perform an operation which 
cleanly removes the entire adenoma. Nor has he 
fulfilled his duties if he is unaware that there are 
types of thyroiditis that are better treated by roent- 
gen therapy than by thyroidectomy and refers his 
patient to a surgeon who does not recognize this 
fact.” 

The charge to the surgeon challenges him to 
understand the physiology of the thyroid gland 
and the pharmacology of antithyroid medications, 
lest he find himself relegated to the role of tech- 
nical assistant in charge of removing glands of 
medical failures. “If he wishes to avoid unneces- 
sary deaths he must now prepare his patients with 
the newer antithyroid drugs. Therefore, he must 
understand the basic physiology of the thyroid and 
its response to the derivatives of thiourea. Certain 
patients he will unquestionably elect to treat with 
these drugs alone rather than to advise operation.” 


*Practical Aspects of Thyroid Disease, by George Crile, Jr., 
M.D., F.A.C.S., Department of Surgery, Cleveland Clinic. 355 
pages with 101 figures. 1949, W. B. Saunders Company, Phil- 
adelphia & London. $6.00. 


Subject of the opening chapter is “Physiology of 
the Thyroid,” and is notable for its presentation 
of the principles elucidated in the last decade by 
Astwood. For example, there is a summary of the 
evidence for the theorem that the mode of action 
of the goitrogens or antithyroid drugs is inhibition 
of the formation of thyroid hormone. “(1) Ani- 
mals became hypothyroid during treatment; (2) 
thyroid feeding abolished the goitrogenic effect; 
(3) hypophysectomy abolished the effect of the 
goitrogen, and (4) the drugs did not modify the 
calorigenic effect of thyroid hormone.” 

Rawson’s concept of a “decay curve” for thy- 
roxine is applied to explain the rapid response of 
the hyperplastic gland, and the slow response of 
the colloid goiter and the iodine-treated thyroid 
gland to antithyroid medication. 

Two explanations are offered for the infrequency 
of gross thyroid enlargement in patients with 
Graves’ disease who have been treated with thioura- 
cil. First, the clinical dose is not that required to 
induce a maximal enlargement, but rather just 
enough to produce a partial failure of thyroid hor- 
mone synthesis. Second, the thyroid gland in 
Graves’ disease may already be under the influence 
of nearly maximal pituitary stimulation, and can- 
not respond further to the added stimulus indirect- 
ly furnished by the inhibition of thyroid hormone 
production. 

Two chapters are devoted to the pathology, pre- 
vention and treatment of endemic goiter. Twice 
emphasized is the distinction between the fatal 
adenoma (the author prefers Dr. Lahey’s term: 
discrete adenoma) and the multinodular goiter. 
The two conditions differ in pathogenesis, clinical 
features, and prognosis. “The discrete adenoma has 
certain clinical and pathologic qualities of neo- 
plastic growth which render its management a dif- 
ferent problem from that of the multinodular 
goiter. It is in this type of tumor that malignant 
change is more commonly seen. At least 5 per cent 
of such adenomas are found by the pathologist to 
be malignant despite the fact that the diagnosis is 
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not suspected before operation. For this reason | 
believe that discrete adenomas should be removed 
not because of the possibility of the tumor’s becom- 
ing malignant later but because the tumor may be 
malignant at the time it is first seen.” 

Thorough discussions of the prevention and 
treatment of iodine deficiency in pregnancy, adoles- 
cent goiter, multinodular goiter, discrete adenoma, 
recurrent adenoma, hemorrhage into an adenoma 
and childhood hypothyroidism (including cretit- 
ism) arg presented. 

Opening a series of chapters on hyperthyroidism 
is a discussion of the etiology and pathogenesis of 
the condition which deserves quotation in extenso: 


Graves’ disease is a systemic disorder involving 
widespread disturbances of the neuro-endocrine sys 
tem. The diencephalon and the pituitary may be in 
volved in the mechanism of its production. The pit 
uitary gland probably plays a part, and it is thought 
by some that the overactivity of the thyroid is entirely 
secondary to stimulation by the pituitary. The exoph 
thalmos so commonly seen in Graves’ disease also ap 
pears to be related to hyperfunction of the pituitary 
and does not bear any relationship to the presence or 
absence of hyperthyroidism. 

There are certain solitary adenomas of the thyroid 
occurring in an otherwise normal gland which ar¢ 
solely responsible for the production of hyperthyroid 
ism. Cope has shown that in some cases a solitary 
adenoma takes up most of a tracer dose of radioactive 
iodine, leaves the remainder of the gland in a state 
resembling atrophy of disuse, and is apparently the 
sole cause of hyperthyroidism. This type of tumor is 
analogous to a hyperfunctioning adenoma of the pan 
creas or parathyroid and appears to be an autonomous 
neoplastic process growing and functioning independ 
ently to the neuro-endocrine system. 

The etiology of the hyperthyroidism associated with 
multinodular goiters is more difficult to determine. 
In this type of goiter there are involuntionary nodules 
and/or true adenomas scattered throughout the 
parenchyma of the gland. Some of these nodules take 
up radioactive iodine and appear to function; others 
do not. Sometimes the parenchyma takes up most of 
the radioactive iodine and the nodules have no appar 
ent activity. Again the nodules may take up iodine 
and show great activity in contrast to an atrophic and 
apparently nonfunctioning parenchyma. 

In such goiters there is no way of telling, without 
studies made with radioactive iodine, which if any of 
the nodules are causing the hyperthyroidism or wheth- 
er the hyperthyroidism is coming from the paren 
chyma of the gland. In view of these findings, it is not 
wise to treat hyperthyroidism by the enucleation of an 
adenoma, unless the appearance of the remainder of 
the gland makes it apparent that the hyperthyroidism 
is not caused by the parenchyma but by the adenoma. 

Even the pathologist cannot with certainty correlate 
functional activity with the histologic appearances of 


the thyroid. The only known means of determining 
just which part of a thyroid gland is hyperfunction- 
ing is by radioautograph after a tracer dose of radio- 
active iodine. In all cases the hyperthyroidism is the 
same and the treatment is identical. 


A outstanding chapter, dealing with diagnosis 
of hyperthyroidism, opens with the sage ad- 
vice that symptoms alone, in the absence of signs, 
do not afford a reliable basis for establishing the 
diagnosis of hyperthyroidism: the objective signs 
are characteristic, but the symptoms are often simu- 
lated by functional disturbances. Of all the symp- 
toms and signs of hyperthyroidism, those referable 
to the circulatory system are the most constant and 
dependable. The circulation is speeded up in re- 
sponse to the increased oxygen requirement of the 
tissues. Heart rate and stroke volume are both in- 
creased; tachycardia and elevation of pulse pressure 
are the clinical results. Arterioles dilate, diminish- 
ing peripheral resistance and lowering the diastolic 
blood pressure. A flushed, warm, moist skin ex- 
hibiting capillary pulsation is the consequence. 

Attention is directed to oft-neglected symptoms 
and signs occurring in systems other than the nerv- 
ous and vascular. In the presence of severe hyper- 
thyroidism there is a diminution of gastric acidity, 
a tendency to hypermotility of the gastrointestinal 
tract, and a negative calcium balance resulting in a 
tendency toward skeletal decalcification. Menstrua 
tion may be interrupted. The skeletal muscles are 
weakened, often so strikingly that the patient is un- 
able to step up onto a chair. Carbohydrate met- 
abolism is disturbed, probably due to impairment 
of the glycogen storage function of the liver. Ab- 
normal glucose tolerance curves are observed, and 
sometimes there is glycosuria. Lymphocytosis and 
generalized lymphoid hyperplasia may be present. 

In his discussion of the basal metabolic rate de- 
termination, the author quite properly reempha 
sizes the precaution that not every elevation of the 
BMR is to be interpreted as indicating the presence 
of hyperthyroidism. Leukemia, severe hyperten- 
sion, and cardiac decompensation may all produce 
marked hypermetabolism which does not originate 
in the thyroid gland. 

The differential diagnosis includes many func- 
tional and organic diseases. Dr. Crile devotes 
several pages to essential hypertension, neurocir- 
culatory asthenia, cardiac decompensation, psycho- 
sis, and globus. In obscure cases, a therapeutic test 
with an antithyroid drug may be helpful. The 
BMR is first accurately determined. The patient is 
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then given 250 mgm. of propyl thiouracil daily for 
a period of two months, after which the BMR is 
again determined. The pulse rates and blood pres- 
sure readings of the two periods of observation are 
compared, as are the weights of the patient and his 
evaluation of the severity of his symptoms. If there 
has been striking objective and subjective evidence 
of improvement, it is probable that hyperthyroid- 
ism is present. In the absence of such improvement, 
it ig unlikely that hyperthyroidism is a factor in the 
production of the symptoms. The use of the anti- 
thyroid drugs for preoperative preparation and 
their value as principal therapeutic agents (substi- 
tuting a physiologic for the anatomic thyroidec- 
tomy) are extensively discussed. 

The description of the technic of thyroidectomy 
now in use at the Cleveland Clinic is detailed, and 
profusely illustrated. The “anatomic” removal of 
the gland is stressed, with emphasis on mobiliza- 
tion of the superior pole permitting delivery of 
retrotracheal extensions, isolation and ligation of 
the lateral thyroid vein, identifications and meticu- 
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lous preservation of the parathyroid bodies, extra- 
capsular ligation of the inferior thyroid artery, ex- 
treme caution in avoiding injury to the recurrent 
laryngeal nerve, and finally, a willingness to err on 
the side of removing too much glandular tissue 
rather than too little. The pictures showing this 
surgical technic are a fair sampling of the draw- 
ings and photographs throughout the book, and 
are reproduced because they summarize, as words 
cannot, the important subject of thyroidectomy 
technic. 

The author has performed 540 consecutive thy- 
roidectomies by this technic and has had no post- 
operative deaths. One hundred fifty-eight of these 
patients had Graves’ disease, 157 had nodular 
goiters with hyperthyroidism, 201 had simple goi- 
ter, and 24 had carcinoma of the thyroid gland. 

The remaining chapters deal with operative and 
postoperative complications, recurrent hyperthy- 
roidism, malignancies, congenital abnormalities, 
and thyroiditis. An excellent section on diseases as- 
sociated with hyperthyroidism includes discussions 


(Figures on following pages) 


FicurE 41 (Top, left). Elliptical incision midway between cricoid cartilage and sternal notch and 


parallel to wrinkles. 


FIGURE 42 (Top, right). Flap raised superficial to platysma upward as high as the thyroid cartilage 
and downward to jugular notch. The muscles are divided exactly in the midline. 


FIGURE 43 (Center, left). Mobilization of superior pole by carrying dissection between carotid 
sheath and thyroid down to vertebral column. 


FIGURE 44 (Center, right). Isolation of superior pole over scissor inserted from tracheal side into 
previously prepared space. Note vessels on medial side of pole. Top of pole is avascular. 


FIGURE 45 (Bottom, left). Clamping and dividing superior pole. 


FIGURE 46 (Bottom, right). Ligating superior thyroid vessels. 


(Right-hand page) 


FIGURE 47 (Top, left). Division of suspensory ligament of thyroid. This structure may transmit 
branches of laryngeal artery. Complete rotation of gland from its bed cannot always be obtained 


until it is divided. 


FiGuRE 48 (Top, right). Isolation of lateral thyroid vein where it leaves the thyroid to cross 
areolar space and enter the jugular vein. Often the gland cannot be rotated until this vessel is 


divided. 


FIGURE 50 (Center, left). Ligation of inferior thyroid artery. Note recurrent nerve crossing at 


right angles beneath artery. 


FIGURE 51 (Center, right). Resection of thyroid started just above line of 3 pilot hemostats. Gland 
can now be cut without encountering significant bleeding and it is not necessary to carry out 


resection over multiple hemostats. 


FIGURE 53 (Bottom, left). Hemostasis secured by suture of remnant of glands to pretracheal 
fascia with interrupted sutures of No. 60 cotton. Fine cotton used throughout operation for both 
sutures and ligatures. Note that the thyroid remnant is a thin shell of posterior capsule. 


FIGuRE 54 (Bottom, right). Closure of muscles. 
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(Illustrations from: “Practical Aspects 
Disease,” by Crile.) 
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of cardiac complications, diabetes, tuberculosis, 
arthritis, local myxedema, pigment disturbances, 
and pregnancy. 

Practical Aspects of Thyroid Disease is indeed 
practical, yet misses no essential theoretical ele- 
ments in discussions of etiology, pathogenesis, mor- 
bid anatomy, clinical picture, diagnosis, prognosis, 
and treatment. The broad vision of the author is 
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evident throughout, but shows itself most admira- 
bly in the discussions where, as a surgeon, he as- 
signs primacy to the medical management of many 
thyroid diseases once considered surgical, and dis- 
courses at length on the advantages offered by the 
nonsurgical approach to these conditions when it is 
feasible. 





New Books Received 


& CHILD PSYCHIATRY -.- - 


By Leo Kanner, M.D., Associate Professor of Psychi- 
atry, The Johns Hopkins University; Associate Profes- 
sor of Pediatrics, The Johns Hopkins University; Direc- 
tor, Children’s Psychiatry Service, The Johns Hopkins 
Hospital, Baltimore. 752 pages. Second edition. 1948, 


Charles C Thomas, Springfield, Illinois. 


The field of child psychiatry has made remarkable 
progress since the first edition of Dr. Kanner’s book 
was published in 1935. The new edition is an up-to-date 
discussion of the problems, methods, and concepts in 
child psychiatry. 

The first section of the book deals with the history of 
child psychiatry from the first decade of the twentieth 
century until the present day. The basic concept of the 
child as a whole organism viewed from a pluralistic 
frame of reference is clearly set forth. New methods of 
psychometry, mental hygiene, and special education are 
clearly outlined. 

A major part of the book is devoted to a description 
ot personality difficulties encountered in children. 
Thorough discussions are included on_ personality 


problems arising from physical illness, psychosomatic 
problems, and behavior problems ranging from the 
milder disorders to the more serious psychotic reactions. 

Clinical considerations of diagnosis and treatment 
are not neglected. The use of mental testing devices, 
case histories, physical examinations, psychotherapy. 
and projective methods of d‘agnosis are all analyzed. 
The role of the parent is not overlooked. Dr. Kanner 
emphasizes that many behavior disorders and person 
ality deviations can be linked with parental attitudes 
towards their children. The author suggests ways of 
providing guidance for parents. 

Dr. Kanner has had wide experience in the field ot 
child psychiatry and his personal experience is reflected 
in the many case histories included in the book. 


A. C. 


& OBSTETRIC ANALGESIA AND ANESTHESIA; Their Effects Upon Labor and the Child - - - 


By Franklin F. Snyder, M.D., Associate Professor of 
Obstetrics and Associate Professor of Anatomy, Har- 
vard Medical School. 4o1 pages, 114 figures; 18 tables. 
1949, W. B. Saunders Company, Philadelphia & Lon- 
don. $6.50. 


An entirely new approach to the evaluation of 


and the remainder of the text is devoted to pulmonary 
different methods of pain relief during labor makes 


diseases of the newborn and to drugs and methods 


this new monograph an important contribution to the 
subject. The author has stressed the role of intrauterine 
respiration of the fetus in relation to the type of drug 


available and their effects on the mother and fetus. 
Although the readability of the text seems burdened 
by frequent references to the l‘terature, the summaries 


used and its effect on the continuation of respiratory 
efforts after delivery. The fundamental research that 
proves this concept is described in the first few chapters 


at the end of each chapter condense and clarify the 
material. Complete bibliography and index are given 
M. B. 8S. 
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» THE VENEREAL DISEASES - - - 


By James Marshall, M.D. Ed. 2. 


- 
35° 
Macmillan Company of London. $5. 


“The Venereal Diseases” is what it professes to be, 
namely, a manual for general practitioners. It is a 
compound of the several diseases acquired through 
sexual exposure. 

Dr. Marshall devotes the major portion of the text 
to syphilis and gonorrhea, The portion devoted to 
chancroid, lympnogranuloma inguinale, granuloma 
inguinale, and Peyronie’s disease is altogether too brief 
for adequate description. As a matter of fact, the author 
devotes only six pages to these four diseases. He does 
allude to some of the other diseases such as scabies, 


Books received will be acknowledged in this department 
each month. As space permits, books of principal interest 
to our readers will be reviewed more extensively. 


RoENTGEN D1IAGNosis OF THE EXTREMITIES AND SPINE. By 
Albert B. Ferguson, M.D., Associate Professor, Orthopaedic and 
Fracture Surgery, Boston University, Consulting Roentgenologist, 
Children’s and Memorial Hospitals, Boston. Ed. 2. 519 pages, with 
625 roentgen-ray studies and 8 line cuts. 1949, Paul B. Hoeber, 
Inc.. New York. $15.00. 


Tue Eptrome or ANpREAS VeEsALius. Translated from the 
Latin with preface and introduction by L. R. Lind, Ph.D., 
University of Kansas. With anatomical notes by C. W. Asling, 
M.D., Ph.D., University of California and a foreword by the late 
Logan Clendening, M.D. 103 1949, The Macmillan 
Company, New York. $7.50. 


pages. 


HEMATOLOGY FOR STUDENTs AND PRACTITIONERS. By Willis M. 
Fowler, M.D., Professor of Internal Medicine, University of 
lowa, Iowa City. With a chapter by Elmer L. DeGowin, M.D., 
Associate Professor of Internal Medicine, University of Iowa. Ed. 
2. 535 pages, 184 illustrations, with 8 plates in full color. 1949, 
Paul B. Hoeber, Inc., New York. $8.50. 


CaRE OF THE SuRGICAL PatiENT; Including Pathologic Physi- 
ology and Principles of Diagnosis and Treatment. By Jacob Fine, 
M.D., Surgeon-in-Chief, Beth Israel Hospital; Professor of 
Surgery at Beth Israel Hospital, Harvard Medical School. 544 
pages, illustrated. 1949, W. B. Saunders Company, Philadelphia 
& London. $8.00. 


CARDIOVASCULAR Disease; Fundamentals, Differential Diagno- 
sis, Prognosis and Treatment. By Louis H. Sigler, M.D., F.A.C.P., 
Attending Cardiologist and Chief of Cardiac Clinic, Coney 
Island Hospital; Consulting Cardiologist, Rockaway Beach 
Hospital; Consulting Cardiologist, Menorah Home and Hospital 
for the Aged. 551 pages, illustrated. 1949, Grune & Stratton, 
Inc., New York. $10.00. 


CuiinicaL AUSCULTATION OF THE Heart. By Samuel A. Levine, 
M.D., Clinical Professor of Medicine, Harvard Medical School; 
Physician, Peter Bent Brigham Hospital, and W. Proctor Harvey, 
M.D., Research Fellow in Medicine, Harvard Medical School; 
Assistant in Medicine, Peter Bent Brigham Hospital. 327 pages, 
illustrated. 1949, W. B. Saunders Company, Philadelphia & 
London. $6.50. 
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condyloma acuminata, and certain more rare entities 
seen by the venereologist. 

The text is filled with numerous illustrations which 
make a handbook like this valuable, and it includes a 
very important portion on practical instructions. This 


portion is practical in the true sense of the word and 


illustrates as well as explains proper techincs for some 
of the usual procedures carried out in the treatment of 
venereal diseases. This book represents the better one 
of the twin texts. 


NevuroLocy. By Roy R. Grinker, M.D., Director, Institut 
for Psychosomatic and Psychiatric Research and Training and 
Chairman, Department of Neuropsychiatry, Michael Reese 
Hospital; and Paul C. Bucy, M.D., Professor of Neurology and 
Neurological Surgery, University of Illinois College of Medicine, 
Chicago. Ed. 4. 1,138 pages, illustrated. 1949, Charles C Thomas, 
Springfield, Illinois. $12.50. 


Nutrition AND Diet IN HEALTH AND Disease. By James S. 
McLester, M.D., Professor of Medicine, University of Alabama, 
Birmingham. Ed. 5. 800 pages. 1949, W. B. Saunders Company, 
Philadelphia. $9.00. 


THe MANAGEMENT oF BinocULAR IMBALANCE. By Emanuel 
Krimsky, M.D., Adjunct Professor of Ophthalmology, New York 
Polyclinic Medical School; Assistant Attending Ophthalmologist, 
New York Polyclinic Hospital; Lieutenant Colonel, Medical Corps 
Reserve, U. S. Army. 464 pages, 200 illustrations. 1948, Lea & 
Febiger, Philadelphia. $12.50. 


Mepicat Erymotocy. By O. H. Perry Pepper, M.D., Pro 
fessor of Medicine, University of Pennsylvania. 263 pages. 1949, 
W. B. Saunders Company, Philadelphia. $5.50. 


OPERATIVE TECHNIC IN GENERAL SurRGERY. Edited by Warren 
H. Cole, M.D., F.A.C.S., Professor and Head of Department of 
Surgery, University of Illinois College of Medicine; Director of 
Surgical Service, Illinois Research and Educational Hospitals, 
Chicago. 951 pages, illustrated. 1949, Appleton-Century-Crofts, 
Inc., New York. $16.00. 


Tue American Nurses Dictionary. By Alice L. Price, B.S., 
R.N., Instructor of Nursing Arts at Columbia Hospital, Milwau 
kee. 656 pages. 1949, W. B. Saunders Company, Philadelphia 
& London. $3.75. 


Orat and Dentat Diacnosis; With Suggestions for Treat 
ment. By Kurt H. Thoma, D.M.D., F.D.S.R.C.S. Eng., Professor 
of Oral Surgery, Emeritus, and Brackett Professor of Oral 
Pathology, Harvard University. With contributions by Henry 
Goldman, D.M.D., Head of the Dental Department, Beth Israel 
Hospital, Boston; Fred Trevor, D.M.D., Formerly Instructor in 
Oral Pathology, Harvard Dental School. Ed. 3. 
illustrations, 60 in color. 1949, W. B. 
Philadelphia & London. $9.50. 
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EDITORIALS 


MYOCARDIAL FAILURE AND 
CONGENITAL HEART LESIONS 


LL-IMPORTANT in the treatment of patients 
A with myocardial failure is a regulated, 
low-sodium diet, according to Dr. 
Chester M. Kurtz. Dr. Kurtz’ discussion of 
myocardial failure was part of a three-day sym- 
posium on The Chest, conducted earlier in the 
summer at the University of Wisconsin School 
of Medicine, with the assistance of the Wiscon- 
sin State Board of Health, Wisconsin Anti- 
Tuberculosis Association, Wisconsin Division 
of the American Cancer Society, and the Wis- 
consin Heart Association. 

In addition to paying more attention to diet, 
the physician should also encourage water 
drinking as the patient may be quite dehydrated. 

To accomplish the prime objective of treat- 
ment, which is to rest the heart by prolonging 
the diastolic period and to get rid of edema, the 
patient should be on bed rest, in a sitting or 
semi-sitting position. If the patient is acutely 
ill, venesection may be performed, to the ex- 
tent of drawing off as much as 500 cc. of blood. 
Although many physicians hesitate to do a vene- 
section, said Dr. Kurtz, it may prove to be a life- 
saving measure. 

Dr. John E. Gonce, Jr., another speaker at 
the Symposium stressed the fact that while 
electrocardiograms provide basic information 
for assessing a case, they are seldom absolutely 
diagnostic for congenital heart lesions. Further 
studies are usually required before a diagnosis 
can be established with certainty. 

Angiocardiography has been found to be of 
value in diagnosing congenital lesions of the 
heart, using 10 to 20 cc. of a 70 per cent diodrast 
solution in the right or left ventricle. 


A further criterion in determining the pres- 
ence of congenital heart disease is a delay in the 
normal closure of a patent ductus arteriosus. If 
anatomic closure has not taken place during the 
first twelve weeks of infant life, in all likelihood 
surgical intervention will be necessary. Accord- 
ing to Dr. Joseph Gale, the mortality rate is 
lower when this operation is performed on very 
young children. 

Before patent ductus arteriosus can be defi- 
nitely diagnosed, however, Dr. Gonce stated 
that there must be evidence of a persistent mur- 
mur; in the absence of other factors, a systolic 
murmur is probably of questionable signifi- 
cance in the newborn. The child may be 3, 4, 
5, and as much as 15 months old before the 
diagnosis can be established positively. 

A. E. 


CHRONIC PULMONARY 
TUBERCULOSIS 


A LTHOUGH streptomycin has been found ef- 


fective in some kinds of ulceration of the 

bronchus, at best the drug only affords 
temporary relief. This point was emphasized 
by Dr. Helen Dickie, in a recent discussion of 
chronic pulmonary tuberculosis. 

Dr. Dickie further stated that streptomycin 
will not act favorably a second time, and that it 
should not be administered without thorough 
investigation of the individual case and until 
a decision has been made on later treatment. 
For example, a resection of the lung cannot be 
performed if streptomycin therapy has been 
used. 
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Another point made by Dr. Dickie was that 
chronic tuberculosis is a recurrent disease, and 
if untreated, progressive damage results, with 
the patient becoming a permanent respiratory 
cripple. Though diagnosis is relatively simple if 
the patient is symptomatic, it becomes difficult 
in the absence of apparent symptoms. The orig- 
inal diagnosis should, at any rate, be confirmed 
by bacterial study and proof. 

When the lesion is small, bed rest may suffice 
to arrest the disease, but if cavitation has de- 
veloped, additional treatment is imperative. If 
collapse therapy is to be undertaken, the physi- 
cian should estimate whether or not the lung 
is permanently destroyed; in the average case 
of cavitation or bronchiectasis, it is necessary to 
effect a permanent collapse. 

If thoracoplasty fails and the gastric or spu- 
tum culture remains positive, resection of the 
lung is the procedure of choice. 

Even though the patient recovers sufficiently 
to leave the sanatorium, he should be examined 
regularly, as the disease tends to follow a pattern 
of recurrence. Chest x-rays should be made 
regularly; if sputum is present in any measur- 
able amount, a culture should be made, and if 
there is bronchiectasis, the bronchus should be 
investigated. 

It is wise to remember, said Dr. Dickie, that 
too often the treatment of a patient who has 
apparently recovered from chronic tuberculosis, 
consists of “too much wholesome neglect.” 

Discussing the “Surgical Treatment of Pul- 
monary Tuberculosis” at the same Symposium, 
Dr. Robert Janes stated that the principal ob- 
jective of surgical therapy is to rid the patient 
of cavitation. Although pneumothorax is the 
oldest and most popular form of collapse ther- 
apy, Dr. Janes stressed that it must be used 
wisely and is ideal only when adequate collapse 
can be produced and maintained. 

The patient who has had an induced pneumo- 
thorax must be under treatment for from four 
to five years, whereas if a thoracoplasty is per- 
formed, the patient can be released in a year. 
Though he must still be kept on surveillance, 
further therapy is not needed. 


A. E. 
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DIABETES AND PREGNANCY 
ew it has long been recognized that 


diabetes engenders special problems in 

obstetrics, several questions remain un- 
answered and deserve further study. Recently 
Patterson and Burnstein’ reported on informa- 
tion derived from a study of diabetic women at 
the Charity Hospital in New Orleans. During 
the ten year period between June 30, 1937, and 
July 1, 1947, the obstetric services at this hospital 
delivered over 55,000 women of which number 
41 were diabetic and accounted for 71 deliveries. 
Fifty-eight of the deliveries occurred during the 
time when the mother was an actual diabetic 
and there were 13 deliveries during the mother’s 
five prediabetic years. 

In preinsulin days fertility appeared to be 
greatly decreased by diabetes. However, in this 
group there was every indication that the diabet- 
ic women were at least as fertile as normal 
women and perhaps more so. Considerable 

variety of opinion has been expressed regarding 
the effect of diabetes on maternal mortality and 
morbidity. Of the 71 deliveries in this series, four 
patients, two of whom were not at term, were 
in coma at the time of confinement and only 
one recovered. The New Orleans investigators 
also stated that 20 of the patients were in acidosis 
at various times near term. 

Premature delivery was frequent. Twelve of 
the 71 babies weighed less than 5 pounds 6 
ounces, but this prematurity did not appear to 
affect fetal mortality. As in other series, the 
frequency of large babies was noted. The aver- 
age weight for all of the infants was 7.8 pounds, 
but more than 8 per cent of them weighed more 
than 11 pounds at birth. The incidence of breech 
presentations was increased. Although they 
consider that early cesarean section is the surest 
method of obtaining live babies, they do not 
advocate it routinely. 

In another study of this subject recently re- 
ported by Gilbert” in Britain, 21 women who 
had unexplained histories of repeated abortions, 
miscarriages, intrauterine deaths, neonatal 
deaths and babies weighing ten pounds or more 
were re-examined from five to seven years fol- 
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lowing their confinements. Glucose tolerance 
tests were performed on all 21 patients. Six of 
them showed curves which were typically di- 
abetic in character. It was also remarkable that 
14 of the 21 patients weighed more than 14 
pounds in excess of the normal mean for their 
ages and heights. All 6 of the patients with typi- 
cal curves were 30 pounds or more above such 
normal mean weights. 

All patients dated the onset of obesity from 
their first or second pregnancy and with each 
successive pregnancy a further gain in weight 
occurred. A significant difference in the inci- 
dence of large babies, that is those weighing ten 
pounds or more, occurred between the diabetic 
and nondiabetic women. These observations al- 
so indicate that a close correlation exists between 
increasing maternal obesity, the production of 
large babies, and ensuing diabetes. 

There is a difference between the views of 
Gilbert and Patterson and Burnstein on the 
cause of the excessive weight of these babies. 
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The latter state that the excessive weight of the 
infants is due to splanchnomegaly and to ab- 
normal amounts of fat and edema fluid. They 
point out that there is a rapid loss of weight in 
such infants during the first few days of life 
due to the elimination of fluid. 

Gilbert suggests that the anterior pituitary 
growth factor may be in part responsible for 
both the maternal obesity and for diabetes and 
that this factor passes across the placenta, caus- 
ing the fetus to be both abnormally long and 
abnormally fat. Because of the importance of 
detecting diabetes early and the possibilities of 
reducing both fetal and maternal mortality, 
further investigations of the facts and explana- 
tory theories should prove profitable. 

E. P. J. 


1. Patterson, McLeop, anp BuRNsTEIN, NoxMAN: Diabetes and 
pregnancy. Arch. Int. Med. 83:390-401 (April) 1949. 


2. Gitpert, J. A. L.: The association of maternal obesity, large 
babies, and diabetes. Brit. M. J. 1:702-704 (April 23) 1949. 
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CHEVALIER JACKSON TO BE 
HONORED AT IPMA MEETING 


A highlight of the program of the 1949 Assembly 
of the Interstate Postgraduate Medical Association of 
North America will be the presentation of the Asso- 
ciation’s Medallion of Honor to Dr. Chevalier Jack- 
son. Dr. Jackson, who is honorary professor of bron- 
cho-esophagology, Temple University School of Medi- 
cine, will be honored in closing ceremonies of the 
four-day meeting to be held in Philadelphia October 
31 to November 3. 

Following comments on the medalist by Dr. Wil- 
liam N. Parkinson, Dean, Temple University School 
of Medicine, and Robert Livingston Johnson, Presi- 
dent, Temple University, Dr. Waltman Walters will 
make the formal presentation. Dr. Walters, member 
of the staff of the Mayo Clinic and professor of sur- 
gery, University of Minnesota Graduate School of 
Medicine, is president-elect of the Interstate Postgradu- 
ate Medical Association. 


PHILADELPHIA COMMITTEE 


Heading the local committee on arrangements for 
the Interstate Postgraduate Medical Association 1949 
Assembly is Dr. Richard Kern, president, Philadel- 
phia County Medical Society; professor and head of 
the Department of Medicine, Temple University 
School of Medicine. Members of the Clinic Commit- 
tee are: Dr. William Bates, Chairman, Dr. Kenneth 
E. Appel, Dr. Charles C. Chapple, Dr. L. Kraeer 
Ferguson, Dr. Chevalier L. Jackson, Dr. William G. 
Leaman, Jr., Dr. George M. Piersol, Dr. Hobart A. 
Reimann, and Dr. George P. Rosemond. 


ASSEMBLY DINNER 


“Changing Concepts in Surgery” is the subject 
chosen by Association President Dr. Evarts A. Graham 
for his address at the annual Assembly Dinner to be 
held Wednesday evening, November 2, at the Ben- 
jamin Franklin Hotel. Dr. Graham, Bixby professor 
of surgery and head of the department at Washington 
University School of Medicine, St. Louis, will be in- 
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troduced by Dr. Richard Kern, chairman of the local 
committee. 

A special program of entertainment has also been 
planned for the dinner. 


SCIENTIFIC PROGRAM 


A total of 54 addresses and diagnostic clinics by 
eminent authorities in every field of medical and sur- 
gical practice will be presented at the Philadelphia As- 
sembly. Distinguished speakers from abroad who will 
deliver addresses at the meeting are Dr. Paul Banzet, 
Chirurgien de L’Hopital Broussais, Membre de L’ Aca- 
demie de Chirurgie, Paris, France, and R. Guy Pul- 
vertaft, F.R.C.S., Surgical Director, Orthopaedic and 
Accident Service-Derby; Surgeon, Harlow Wood 
Orthopaedic Hospital; Civilian Orthopaedic Specialist 
to the Royal Air Force, Derby, England. 


HOTEL INFORMATION 


Complete information on hotel reservations for the 
International Assembly of the Interstate Postgraduate 
Medical Association will be found on page A-51 of 
this issue of Postgraduate Medicine. 





International Cooperation in World Medicine 


ITS RELATION TO THE 


WELFARE OF CRIPPLES 


HENRY W. MEYERDING* 


MAYO CLINIC, ROCHESTER, MINNESOTA 


NTERNATIONAL organizations such as the Interna- 
tional Society for the Welfare of Cripples and the 
International Society of Orthopaedic Surgery and 
Traumatology have much in common, dealing as they 
do with the problems of the diseases and deformities of 
the crippled and disabled. In these times the treatment 
and care of the crippled have come to be of paramount 
importance to the welfare of all nations. Some nations 
have trained orthopedic surgeons and_ pediatricians 
practicing in well-equipped hospitals, and it is in these 
countries that one usually finds the leaders of the medi- 
cal profession administering efficient care to the crip- 
pled patient. It is the hope of all of us that this sort of 
care may be developed in all countries, so that ultimate- 
ly the finest type of care will be available everywhere 
in the world. 

History never before has recorded such an urgent 
demand for assistance as exists now in the aftermath of 
war and the political and social upheavals of the past 
few decades. Not alone are fuel, food, clothing, and 
other essentials of life required, but there is also dire 
need for social and physical rehabilitation, freedom 
from fear, reassurance, and medical care. The people 
and their governments realize that future generations 
will be inferior in physical and mental development, 
unless adequate medical and surgical care is available. 
The ability of citizens to serve efficiently in either 
civilian or military capacity is of utmost importance to 
the state. 

The time has come, and in fact is long past due, for 
world and international organizations to cooperate 
fully, and to coordinate their efforts so that they may 
obtain the maximal benefits from their endeavors to 
aid humanity, and especially the children. To save one 
of these future mothers or fathers from disabling de- 
formity and dependence on the family or state is one 


*Section on Orthopedic Surgery, Mayo Clinic, Rochester, Min- 
nesota. 


Read at the banquet of the International Society for the Wel- 
fare of Cripples, in honor of the distinguished foreign guests at- 
tending the American Academy of Orthopaedic Surgeons, Chi- 
cago, Illinois, January 22, 1949. 


of the greatest services to the world that medicine can 
render. The child has a future, and no man knows 
which feeble or sickly infant will ultimately develop 
into a genius, producing incalculable good for human- 
ity. There are many such instances in history. It is my 
earnest hope that these two international societies, the 
International Society for the Welfare of Cripples and 
the International Society of Orthopaedic Surgery and 
Traumatology, will find a way to cooperate in the fur- 
therance of understanding in the problems in the care 
of and treatment of the crippled. 

By our conduct and deliberations we set an example 
which cannot but have some influence on history. There 
are numerous international organizations in the fields 
of art, science, religion, and industry, besides those of 
medicine, and they all further friendly cooperation 
among the peoples of the world. These groups, through 
such cooperation, should in time achieve the strength 
to guide the stupendous progress of this age of speed, 
scientific and mechanical advances along constructive 
rather than destructive lines. We have become so highly 
specialized, and educators have emphasized the impor- 
tance of science to such an extent, that we are in danger 
of losing our sense of values. The educated, intelligent 
men and women of the world through their organiza- 
tions attempt to influence the progress of health, im- 
prove standards of living, and maintain freedom and 
peace among all nations. 

In this time of world crisis there are thousands of 
people willing to work to re-establish and maintain 
friendly international relations. The solution of the 
problem is sane collaboration, seasoned with a measure 
of faith and charity toward each other. Such collabora- 
tion must occur among the people of each nation, be- 
fore it can become international in scope. The societies 
which I have mentioned, like the one which is meeting 
here tonight, offer fellowship to all, irrespective of 
nationality, creed, color, or ideology, so long as they 
cooperate in their principles and aims. 

Through the World Health Organisation and the 
World Medical Association, which already are func- 
tioning throughout the world, such international socie- 
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ties as the International Surgical Society, the Interna- 
tional College of Surgeons, the International Urologic 
Society, the International Society of Gynecology, the 
International Society of Orthopaedic Surgery and 
Traumatology, the International Congress of Indus- 
trial Medicine, and many others, could extend their 
activities far and wide. 


THE WORLD MEDICAL ASSOCIATION 


The World Medical Association invites such societies 
to become “member associates.” It has established head- 
quarters in the Academy of Medicine Building in New 
York City, is well financed, has permanent officers, and 
approximately forty countries are afhliated in its work. 
The objects of the World Medical Association are: 


(1) To promote closer ties among the national 
medical organizations and among the physicians of the 
world by personal contact and all other means avail- 
able; 

(2) To maintain the honor and protect the interests 
of the medical profession; 

(3) To study and report on the professional prob- 
lems which confront the medical profession in different 
countries; 

(4) To organize an exchange of information on mat- 
ters of interest to the medical profession; 

(5) To establish relations with, and to present views 
of the medical profession to, the World Health Organi- 
sation, United Nations Educational Scientific and Cul- 
tural Organization, and other appropriate bodies; 

(6) To assist all peoples of the world to attain the 
highest possible level of health; and 

(7) To promote world peace. 

I hope that this society, the International Society for 
the Welfare of Cripples, will make application for “as- 
sociate membership,’ and will have a delegate and alter- 
nate to sit in the deliberations of the World Medical 
Association. 


WORLD HEALTH ORGANISATION 


RECENTLY visited the World Health Organisation 

headquarters housed in the United Nations build- 
ing in Geneva, Switzerland, and I was amazed at the 
global scope and the incalculable value of the work that 
is being carried out. As I walked away from the mag- 
nificent institution and its beautiful grounds, I thought 
that if only a small part of the money which is spent 
on war could be utilized by this great institution, the 
world soon would show signs of responding to the 
magic of modern medicine. 

The World Health Organisation is working as a unit 
of the United Nations. It began this work on July 22, 
1946, when representatives of sixty nations assembled 
in New York City for the International Health Con- 
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ference and drew up its constitution and appointed an 
interim commission to carry on the essential functions 
which had been the responsibility of other groups. 

The World Health Assembly is composed of dele- 
gates representing state members, and has a meeting 
annually to determine the broad policies of the organi- 
zation, to decide on its programs and its budget, and to 
adopt such international health regulations as may be 
necessary. An executive board of 18 persons meets twice 
a year to give effect to the decisions and policies of the 
assembly and to take action in emergency matters. The 
secretariat comprises the director general and the or- 
ganization’s technical and administrative staff, and 
carries on the actual day-by-day work.* 

In 1947 the organization aided the Egyptian Ministry 
of Health in controlling the cholera epidemic, and saved 
thousands of lives. Time does not permit me to extol 
the work already done or to discuss that planned for 
the future. To those interested in the organization, I 
suggest that they write to the office of the World Health 
Organisation, 350 Fifth Avenue, New York City. 

The people who comprise these world and interna- 
tional societies are usually intelligent, educated persons 
who believe that through the activities of their organi- 
zations they may further the knowledge of their spe- 


*Sir Aly Tewfik Shousha Pasha (Egypt) was elected chair- 
man, and Dr. Brock Chisholm (Canada) was appointed director 
general of the organization at its first session in 1948. 
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Figure 1 (left). Obverse of the medal distributed to members of the International Society of Orthopaedic Surgery 
and Traumatology at the Fourth Congress of the society at Amsterdam September 13 to 18, 1948; (right) reverse of 
the medal, showing the symbolic tree of Landry, with the names of the founders of the society in 1929. The medal was 
designed by André Lavrillier of Paris. 


cialties and diffuse such knowledge, and by improving 
the health and living standards everywhere, further the 
progress of civilization. Selfish, provincial people lack- 
ing an international vision hardly would be expected to 
take part or to contribute in such organizations. 


THE INTERNATIONAL SOCIETY OF ORTHOPAEDIC 
SURGERY AND TRAUMATOLOGY 


On October 10, 1929, at the Crillon Hotel in Paris, 
France, a group of forward-looking surgeons met and 
discussed the idea of founding an international society 
of orthopedic surgeons. They hoped that such an or- 
ganization would bring together, in cordial relation- 
ship, the matured leaders of orthopedic surgery, who 
after discussion of the problems in the field of ortho- 
pedic surgery, would assemble and disperse the knowl- 
edge among the other members of the profession. 

There were some surgeons without adequate fore- 
sight who thought they already had been organized 
sufficiently into national societies, had published ex- 
cellent journals, held regular meetings, and made im- 
portant contributions to the training of orthopedic sur- 
geons and to the treatment of orthopedic conditions. 
But it was the ambitious aim of the founders to have 
those surgeons who were already skilled in the field of 
orthopedic surgery take the helm and through world- 
wide diffusion present the best methods of diagnosis 
and treatment for the benefit of all mankind. 

Much of the credit for the arranging of this meeting 


in Paris in 1929 must be given to the late Dr. Fred H. 
Albee of New York City because his inspiring opti- 
mism and boundless enthusiasm as to the benefits the 
profession and the crippled would receive from such 
an organization inspired all who were present. 

It was decided to organize the International Society 
ot Orthopaedic Surgery at once, and to hold a meeting 
the next year (1930) in Paris. A committee was ap- 
pointed to formulate the constitution and by-laws, and 
a meeting was held at the Café de la Paix, where the 
organizers worked until early the next morning to 
finish the task. 

It was later found that the notes I took of the meet- 
ing that night were the only ones recorded of the or- 
ganization of the society and the constitution and by- 
laws formulated by the committee. Dr. Albee had ar- 
rived late; the organizers gathered at about 8:30 p.m. 
and elected a temporary chairman, Professor Murk- 
Jansen of Leiden, Holland, who overcame the usual 
language difficulties which arose. Another who was of 
great assistance because of his splendid personality and 
linguistic ability, was that eminent and respected leader 
of orthopedic surgeons, Professor Vittorio Putti, of 
Bologna, Italy. The founders of the International 
Society of Orthopaedic Surgery and Traumatology 
(Figure 1) are listed: 

Fred H. Albee, New York City 

William S. Baer, Baltimore, Maryland 

Jean Delchef, Brussels, Belgium 

Philip Erlacher, Vienna, Austria 

Sir H. A. T. Fairbanks, Lendon, England 
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Riccardo Galeazzi, Milan, Italy 

Herman Gocht, Berlin, Germany 

Patrick Haglund, Stockholm, Sweden 

Jean Jiano, Bucharest, Romania 

Sir Robert Jones, Liverpool, England 

Jules Lorthioir, Brussels, Belgium 

Alfred Machard, Geneva, Switzerland 
Adolphe Maffei, Brussels, Belgium 

Henry W. Meyerding, Rochester, Minnesota 
W. Murk-Jansen, Leiden, Holland 

Louis Ombrédanne, Paris, France 

Vittorio Putti, Bologna, Italy 

Ramon San Ricart, Barcelona, Spain 

Louis Rocher, Bordeaux, France 

Etienne Sorrel, Paris, France 

Hans Spitzy, Vienna, Austria 

Henning Waldenstrom, Stockholm, Sweden 
Jan Zahradnicek. Prague, Czechoslovakia 


These members chose as their leader that beloved, 
revered, and internationally famous orthopedic sur- 
geon, the late Sir Robert Jones. 

Activities Since the Founding of the International Soctety 
of Orthopaedic Surgery and Traumatology. The First Con- 
gress—In Paris, under the presidency of Sir Robert Jones, 
in 1930, the first congress was held. The two principal topics 
of discussion were: (1) “Treatment of Congenital Disloca- , 
tion of the Hips After the Age of 15 Years,” reported on 
by Drs. L. Kreuz, F. J. Gaenslen, Mr. H. A. T. Fairbanks, 
and Dr. V. Putti; and (2) “Treatment of Injuries of the 
Wrist,” reported on by Drs. A. Mouchet and W. Murk- 
Jansen. 

The Second Congress—This was held in London, in 
1933, under the presidency of Professor Nove-Josserand. 
The principal topics of discussion were: (1) “The Mecha- 
nism of Articular Movements in General,” reported on 
by Drs. H. von Baeyer, F. Delitala, and S. Ciaccia, and 
R. Scherb; and (2) “Treatment of Tuberculous Coxitis,” 
reported on by Drs. Philip Erlacher, A. Maffei, M. S. Hen 
derson, and E. Sorrel. 

The Third Congress—This was held in Bologna and 
Rome, in 1936, under the presidency of Dr. V. Putti. Pro- 
fessor L. Ombrédanne was president of the society. The 
principal topics of discussion were: (1) “Internal Derange- 
ments of the Knee,” reported on by Drs. K. Bragard, J. 
Valls, P. Mathieu, Sir Harry Platt, and L. Kalina; and (2) 
“Arthroses in the Sequelae of Infantile Paralysis,” reported 
on by Drs. L. Rocher, Charles Rocher, and P. Palagi. 

The Fourth Congress—The fourth congress was sched- 
uled to be held in Berlin in September 1939, and would 
have been conducted under the presidency of Professor 
Hohmann. Professor Ombrédanne (Figure 2) was presi- 
dent of the society. A program had been arranged; the 
topics to have been discussed were: (1) “The Results of 
Open or Closed Reduction of Congenital Dislocation of the 
Hip,” to have been reported on by Drs. F. Schede and A. 
Bruce Gill and Professor J. Leveuf; and (2) “Treatment 
of Fractures of the Neck of the Femur and of the Femur,” 
to have been discussed by Drs. L. Kreuz, E. Lagomarsino, 
and Jose J. Valls, L. Tavernier, A. Gruca and S. Johansson. 
Because of the outbreak of World War II on September 3, 
1939, it was necessary to cancel this congress. At the time, 
many of the members of the society were en route to the 
congress or had arrived at Berlin, and were forced to leave 
immediately or be interned. 
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Figure 2. Professor Louis Ombrédanne of Paris, president 
of the International Society of Orthopaedic Surgery and 
Traumatology from 1936 to 1948. 


Reunion Meeting—A reunion meeting for the purpose 
of reactivation of the society was held in Brussels in Octo- 
ber 1946. At this time it was decided to hold the Fourth 
Congress in September 1948, in Amsterdam. An abiding 
faith in the future and some financial aid from those mem- 
bers whom we were able to reach after World War II en- 
abled this meeting to be held. The officers chosen for the 
fourth congress were as follows: 

President of the Congress, Dr. Henry W. Meyerding. 

Vice President of the Congress, Dr. J. van Assen. 

Secretary of the Congress, Dr. J. D. Mulder. 

The officers for the society were: 

President of the Society, Prof. L. Ombrédanne. 

Vice Presidents of the Society, Dr. Ramon San Ricart 

and Sir Harry Platt. 

Secretary-General of the Society, Dr. J. Delchef. 

Treasurer of the Society, Dr. Charles Parisel. 


HE topics to be presented at the fourth congress were 
(1) “The Treatment of Arthritis Deformans of the 
Hip,” discussed by Drs. Paul Mathieu, Paul Padovani, Jan 
Zahradnicek, E. H. LaChapelle, Jean Delchef, M. Wiberg, 
and M. N. Smith-Petersen; and (2) “Occult Traumatisms 
of the Vertebral Column With Paralysis,” discussed by Mr. 
E. A. Nicoll and Drs. Lorenz Bohler, Carlo Pais, Henry W. 
Meyerding, Ear! C. Elkins (by invitation), and Ramén San 
Ricart. 
Some Aspects of the Fourth Congress—Under the spon- 
sorship of Her Majesty Queen Wilhelmina, and the govern- 
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ment of the Netherlands Kingdom, the ofhcials of Amster- 
dam entertained the congress with most interesting and 
enjoyable evening receptions. One evening was spent at the 
Rijksmuseum (government of Holland museum) where 
the world-famous Rembrandt and Munich art collections 
were on display. A second one was held at the Stedelijk 
Museum (state museum), where the Van Gogh collection 
was exhibited. These evening receptions proved to be a 
great social success, because they permitted not only the 
guests and members of the society to mingle and become 
acquainted but also the various officials of the government 
and members of the local profession met and became ac- 
quainted with the visitors. 

The president's reception was held in the afternoon after 
the inauguration of the congress, at the Institute of the East 
Indies, a magnificent institution with all the facilities neces- 
sary to the holding of a successful scientific meeting. There 
was an excellent display of surgical instruments and appli- 
ances. There were two restaurants in which excellent food 
could be obtained at a moderate cost, and coffee was served 
in the lobby during the scientific sessions. 

The inaugural session was officially opened by Dr. C. van 
den Berg, the representative of the Netherlands Kingdom 
government. Speeches were made by Prof. Herenga, dean 
of the medical school of the University of Amsterdam, and 
Dr. C. Schaap, president of the Netherlands Orthopaedic 
Association, after which | gave my presidential address. 
Subsequently, a reception was held for Mrs. Meyerding 
and me at which refreshments were served. Color was lent 
to the occasion by several attendants who were dressed in 
costumes representative of the various Dutch provinces. 
The local committees, under the skillful supervision of 
Drs. C. Schaap and J. D. Mulder, greatly facilitated the 
work of the officers of the congress. 

We had an almost insurmountable problem in the presen- 
tation of an overcrowded program by surgeons who fre- 
quently forgot the amount of time allotted them. Nonethe- 
less, each day found the program completed on schedule. 
The scientific sessions were well attended; I counted 200 to 
300 present at times, and there were representatives from 
twenty-seven countries. All available space was taken at the 
banquet, which was attended by 250 guests and members. 
Approximately 125 speakers took part in the scientific ses 
sions of the congress. 

It would be impossible in this space to give a résumé of 
the scientific papers piesented; many different opinions 
were represented during the course of presentation of the 
various subjects. It was often impossible to understand the 
speaker in his native tongue, and it was even worse, in 
some instances, when the speaker attempted to use English. 
In my presidential address I laid emphasis on the presenta- 
tion of more slides, exhibits, and motion pictures to help 
overcome difficulties of language. 


COMMENT 


This fourth congress of the International Society of 
Orthopaedic Surgery and Traumatology was held in 
Amsterdam at a critical time in history, but with under- 
standing minds, men of different political and religious 
faiths, or racial and economic interests, assembled in 
peace as scientists and teachers to collaborate in the 
advancement of orthopedic surgery. 


It was appreciated that the advancement of medical 
knowledge and service is not restricted by national 
boundaries, although it may be challenged by temporary 
changes brought about by those who, given dictatorial 
power, would retard the benefits of scientific progress. 
The intelligent statesmen and the leaders of various 
political units have come to appreciate the fact that a 
modern nation, in either peace or war, cannot function 
without modern safeguards for the health and welfare 
ot the people. It is thus recognized that those in whom 
power now reposes must collaborate in the effort to 
maintain the health and physical well-being of the 
population. 

In recent years, science in general has made remark- 
able progress, the impact of which could not but be 
felt by the orthopedic surgeon. In this period chemis- 
try, physics (electronic microscope), metallurgy ( vital- 
lium), pathology, bacteriology, biology, and radiology 
are but a few of the branches of science which have in- 
fluenced orthopedic diagnosis, treatment, and_prog- 
nosis. The constant collaboration of members of the 
medical and surgical specialties and their association 
with other scientific bodies is essential if perspective is 
to be maintained, as demonstrated by the discovery of 
penicillin, streptomycin, vitallium, and insulin. 

The technical hazards of surgery have been definitely 
reduced by improved anesthetic agents and methods 
of administering them. The actual surgical procedures 
have changed and have been improved, with less risk 
in performance and a better prognosis. Blood grouping 
(Rh factor) and transfusion have permitted more 
radical procedures and prolonged operative periods. 
The combined treatment which involves the use of the 
sulfonamides, penicillin, streptomycin, and_ insulin, 
with or without surgery, has opened a new field in the 
relief of human suffering (brucellosis, tuberculosis, 
and so forth). 

Radioactive isotopes may prove to be a great aid in 
explaining the mechanism of diseases in the researches 
of biology and medicine, and may result in improve 
ment in the treatment of disease and the prognosis for 
the patient. 

CONCLUSION 


In conclusion, permit me to congratulate the Inter- 
national Society for the Welfare of Cripples for the 
broadly humanitarian objectives it has set for itself, and 
for the wide expansiveness of its vision in seeking to 
carry out these objectives on a worldwide scale. I have 
attempted to describe the work of some other medical 
or surgical organizations in similar fhelds of endeavor 
and on a similarly far-flung scale. It is my hope, as it 
must be of every member of this society, that the con- 
stant, international cooperation of all organizations for 
the advancement of human knowledge will become so 
productive of great results that in the end the formid- 
able tasks of prevention and rehabilitation will become 
progressively lessened as the years go onward. 














Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine. 
Readers are invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Build 


ing, Minneapolis 3, Minnesota. 


TREATMENT OF AMEBIASIS 
QUESTION: What is the preferred treatment today for 


amebiasis? 

M.D.—Texas 

ANSWER: A commonly accepted, widely used, and 
efficient treatment of amebiasis consists of the simul- 
taneous administration of emetine and chiniofon. 
Emetine hydrochloride is customarily given in doses 
of 1 mg. per kilogram of body weight per diem but 
not to exceed 65 mg. in any one twenty-four-hour 
period. 

Emetine is potentially toxic. It is cumulative. Toxic 
symptoms and signs referable particularly to the heart 
and circulation (arrhythmias, fall in blood pressure, 
etc.) should be watched for daily during the adminis- 
tration of emetine and for several days after. 

The drug may be given intramuscularly or subcu- 
taneously. Patients who are receiving it should be con- 
fined to bed. 

Chiniofon is given by mouth. In administering 
chiniofon to adults, it is a good plan to start with 0.6 
gm. t..d. and to raise the dose to 1.0 gm. tid. over 
the course of three or four days. Chiniofon may cause 
diarrhea but the drug should not be stopped for this 
reason unless the diarrhea is excessive. Diarrhea is less 
often encountered when one starts with the dose re- 
commended. 

A course of the two drugs should extend over a period 
of eight or ten days. The course should not be re- 
peated within two weeks. Careful, repeated microscopic 
study of the stools is necessary in order to determine 
cure. 

HOWARD B. SLAVIN 


PREFERRED FORM OF THIOURACIL 
QUESTION: What form of thiouracil can be best used 


in the treatment of thyrotoxicosis in an ambulatory 
patient? 
M.D.—Minnesota 

ANSWER: Propy] thiouracil, put out by either Lilly or 
Squibb, is probably the safest therapeutic product now 
available for the treatment of thyrotoxicosis. Although 
occasionally it may produce leukopenia, agranulocytosis 
has been rare and most people do not believe it neces- 
sary to check the blood count more often than once a 
month. 

The average dose of propyl thiouracil is 300 mg. 
daily, two 50 mg. tablets being given before breakfast, 
one after lunch, one after supper, and two at bed time. 


GEORGE CRILE, JR. 
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LOW CARBOHYDRATE DIET IN TUBERCULOSIS 


QUESTION: What is the current opinion of low car- 
bohydrate diet as a form of therapy in tuberculosis? 
M.D.—Pennsylvania 
ANSWER: There is no evidence that a low carbo- 
hydrate diet is a useful form of therapy in tuberculosis. 
It is generally agreed that an ordinarily well-balanced 
diet is adequate for the great majority of patients. 
This should include approximately 1 gm. of protein per 
kilo. There is some evidence that supplementary vita- 
min therapy, especially vitamin C and the B com- 
plex, may be helpful in some cases. 
FRANCIS G. BLAKE 


SPASTIC RECTAL SPHINCTER 


QUESTION: What is the best treatment for a spastic 
rectal sphincter? Is surgery indicated in a markedly 
spastic and hypertrophic sphincter which is causing 
constipation? 


M.D.—South Dakota 


ANSWER: I firmly believe that the best treatment for 
a spastic rectal sphincter is repeated dilatation from 
the local standpoint, but this should be coupled with 
trying to find general causes for the condition. Many 
people who have spastic rectal sphincters are tense in- 
dividuals who are bothered in one way or another, and 
if it is possible to find out their main worries and 
somehow relieve these, it will help the situation. I do 
not believe that surgery is indicated in the vast majority 
of cases, and, in fact, believe this should not be resorted 
to until local and general measures have failed. 
GEORGE G. FINNEY 


TREATMENT OF HEPATITIS 
QUESTION: Are any drugs helpful in the treatment of 


acute viral hepatitis? What dietary measures are ad- 
vised. 
M.D.—lowa 
ANSWER: At the present time there are no known 
drugs which are effective in the active treatment of 
acute viral hepatitis. The measures, which at the present 
time are believed to be most efficacious, include a diet 
high in protein, high in carbohydrate, and high in 
calories. The protein intake for an average adult should 
be as high as 200 gm. per day. Excessive fat should be 
avoided. In addition to this, vitamin B complex is fre- 
quently given. Intramuscular injections of crude liver 
extract may be of some benefit. Absolute bed rest is 
essential. 
JOHN W. NORCROSS 
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STILBESTROL FOR ACNE 


QUESTION: Is the use of stilbestrol beneficial in the 
treatment of acne in an adolescent girl? Are there any 
undesirable side effects? 

M.D.—Indiana 


ANSWER: In the recent treatise “Modern Trends in 
Dermatology,” Barber’ stated that he had observed 
good results in acne treated by the subcutaneous im- 
plantation of pellets of stilbestrol. He added: “The 
same effects may be obtained by the oral administration 
of stilbestrol, but in my experience unexpectedly large 
doses must be given for a considerable time.” 

I personally have observed no favorable results in the 
treatment of adolescent acne with stilbestrol given oral- 
ly in either boys or girls. In adolescent girls it causes 
temporary mammary hyperplasia and various menstru- 
al disturbances, depending chiefly upon the ingested 
dose. Since stilbestrol is of little value in the treat- 
ment of adolescent acne, it is doubtful that such a potent 
drug should be administered in this condition. 

BEDFORD SHELMIRI 


‘Modern Trends in Dermatology. Edited by R. M. B. McKenna. 
Paul B. Hoeber, Inc., New York and London. 


OVARIAN CHANGES 


QUESTION: I have a patient, female, 23 years old, who 
on February 11, 1949, had both tubes and the left 
ovary removed because of a severe bilateral salpingitis 
and a very large cystic left ovary. The right ovary was 
normal in appearance and size. Postoperative course 
was normal. She had a normal menstrual period two 
weeks following, and another thirty days later. 

Two weeks after the second period she began to flow 
quite heavily. Sterile aqueous suspension of progester- 
one, 25 mg., was administered t. i. d. the first day and 
twice the second day, a total of 5 doses or 125 mg. 
The menses stopped, however; three days later she 
flowed quite heavily, and a D. and C. was done. Mi- 
croscopic examination showed an endometritis. 

One month following the D. and C., on examination, a 
large cystic ovary was palpable on the right. 

Would the progesterone therapy in this case cause the 
cystic right ovary? Has progesterone therapy ever 
caused any ovarian changes? 

M.D.—Wisconsin 


ANSWER: It would seem from the facts stated that 
the cystic condition of the remaining ovary could be 
associated with the inflammatory condition found at 
the time of operation; in other words, the present con- 
dition ot the right ovary is very likely the same as had 
occurred in the left ovary. Progesterone therapy would 
seem in no way responsible. 


PROCAINE PENICILLIN FOR SINUSITIS 


QUESTION: A patient treated by an ear, nose, and 
throat specialist for acute suppurative maxillary sinus- 
itis, left side, developed both loss of taste and smell 
immediately after penicillin intramuscularly (procaine 
penicillin) and antrum puncture. She was told that this 
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condition would be permanent and nothing could be 

done. 
What is your opinion as to treatment or further examina- 

tion? 

M.D.—Pennsylvania 

ANSWER: The loss of taste and smell experienced by 
this patient immediately after the use of procaine peni- 
cillin is almost certainly coincidental. There is no evi- 
dence whatever to suggest that the use of procaine 
penicillin in any way interferes with the function of the 
nerves involved in taste and smell. There would be no 
contrainaication, therefore, to the subsequent use of 
procaine penicillin for such a patient. The loss of taste 
and smell must be explained on the basis of a sup- 
purative process, or on some other basis than the use 
of the repository (procaine) penicillin. 


TREATMENT OF PNEUMONIA IN CHILDREN 
QUESTION: In the treatment of lobar and broncho- 


pneumonia in children, what form of penicillin gives 
the best results? What is the dosage? 
M.D.—Pennsylvania 


ANSWER: Aqueous penicillin G is used most widely 
in doses of 100,000 units every twelve hours. In very 
severe cases it should probably be given at shorter 
intervals in smaller doses depending on the age of the 
patient. 


IRVINE MCQUARRII 


CHEYNE-STOKES RESPIRATION 


QUESTION: Please give me information regarding 
Cheyne-Stokes type respiration in a normal male aged 
60 years, laborer, and of a rather emotional type but 
well controlled. There is evidence of a lowered metabol- 
ism but B.M.R. tests are unsatisfactory. He also has 
a marked stuffiness of air passages of the nose when 
coming from the cold into a warm room. Repeated ex- 
aminations by specialists, submucous resection, etc., 
have given no relief. Any information will be greatly 
appreciated. 

M.D.—Maryland 


ANSWER: Cheyne-Stokes type of respiration usually 
is seen in adult persons in severe heart failure, in pa- 
tients who have had a cerebral vascular accident or 
patients who have rather marked arteriosclerosis of 
the nervous system, in coma arising from various 
causes, and in patients with uremia. 

I think there is some doubt that this patient has a 
true Cheyne-Stokes respiration because in the question, 
it is stated that the man is normal. I have never seen 
Cheyne-Stokes in normal adult persons. 

Cheyne-Stokes respiration does not occur in patients 
with lowered metabolism unless they have some of the 
conditions mentioned above. I rather doubt that the 
stuffiness the patient complained of is of much clinical 
significance. However, the stuffiness in the patient's 
nose could be due to vasomotor rhinitis. 











New Drugs and Instruments 


Information published in this department has been sup- 
plied by the manufacturers of the products described. 


I-SAFE LENSES 

puRPOsE: To provide eye protection as well as correction for 
children and adults who wear glasses. 

DESCRIPTION: The I-Safe lens is made of two pieces of 
ground and polished ophthalmic glass with an inner sheet 
of tough plastic lamina to which the glass portions are 
affixed. The plastic’s adhesive property helps prevent the 
glass from splintering away under impact. 

The laminated lenses are so made that prescriptions 
can be ground into them for correcting. 

propucer: American Optical Company, Southbridge, Mass. 


TROSINONE 

puRPosE: Oral progesterone derivative. 

DESCRIPTION: Trosinone (Anhydrohydroxyprogesterone, 
Abbott), is a corpus luteum-like hormone, pregnenin-17- 
ol-3 one, 

INDICATIONS FOR UsE: For treatment of hormone imbalance 
in women in whom the corpus luteum hormone is pro 
duced in insufficient amounts. Habitual abortion, threat 
ened abortion, dysmenorrhea due to corpus luteum de- 
ficiency, premenstrual tension, menorrhagia and me 
trorrhagia. 

cautions: Contraindicated in cases of bleeding due to 
mechanical, neoplastic or inflammatory causes, since its 
use in such cases may tend to delay application of proper 
treatment. 

DOSAGE AND ADMINISTRATION: In dysmenorrhea 5 to 10 mg. 
daily may suffice; in habitual abortion the requirement 
may be 50 to 75 mg. daily. Dosage varies according to 
the condition being treated. 

HOW SUPPLIED: In 5 mg. and 10 mg. tablets, bottles of 20 
and 100. 

propucer: Abbott Laboratories, North Chicago, III. 


ZYMACAP* WITH FOLIC ACID 


purpose: Vitamin therapy. 

coMPosiITION: Each orange-colored capsule contains: 
Vitamin A 12,500 U.S.P. units 
Vitamin D 1,000 U.S.P. units 


Thiamine hydrochloride (B,) 5 mg. 
Riboflavin (Bz) 5 mg. 
Pyridoxine hydrochloride (Bg) 2 mg. 
Calcium pantothenate 10 mg. 
Nicotinamide 30 mg. 
Ascorbic acid (C) 100 mg. 
Folic acid 2.5 mg. 


INDICATIONS FOR UsE: Treatment of multiple vitamin de- 
ficiencies where therapeutic potencies of at least 5 times 
the maintenance dosage are required; also gross dietary 
inadequacy and nutritional deficiencies associated with 
acute and chronic illnesses and surgery. 

DOSAGE AND ADMINISTRATION: Two or more capsules per day. 

HOW SUPPLIED: Bottles of 24 and 100 capsules. 

propucER: The Upjohn Company, Kalamazoo, Mich. 
*Trademark, Reg. U. S. Pat. Off. 





CHASE HOSPITAL DOLLS 


puRPOsE: For clinical training in nursing and medical 
schools. 

DESCRIPTION: Arm sections and back sections are made of 
Foamex, the Firestone Industrial Products Company’s 
foamed latex cushioning material. The porous, flesh-like 
sections can be removed and easily cleaned with soap 
and water. 

propucER: The mannequins are manufactured by M. J. 
Chase Company, Pawtucket, R. 1. 


70-MM. FLUORO-RECORD CAMERA 


DESCRIPTION: Modified version of the F-212.Fluoro-Record 
Camera, with a film speed-up modification permitting its 
use in the angiographic study of heart conditions. Every 
100-foot roll of 7o-mm. film supplies 375 negatives, 2 
by 3 inches. 

propucrr: Fairchild Company, Jamaica 1, N.Y. 


CARMETHOSE 


purpose: Antacid demulcent. 

COMPOSITION: Carmethose is a synergistic combination of 
225 mg. sodium carboxymethylcellulose and 75 mg. 
magnesium, oxide, in tasteless tablets. 

DESCRIPTION: Reduces gastric acidity and provides a mucin- 
like coating of the mucosa and ulcer crater, does not 
cause constipation or diarrhea, and has no effect on elec- 
trolytic and acid-base balance. 

INDICATIONS FOR USE: To reduce hyperacidity and promote 
healing of peptic ulcers. 

DOSAGE AND ADMINISTRATION: Two to four tablets four to 
six times a day spaced between meals to coincide with 
the supposed peak of gastric acidity. Should be taken 
with water or milk and should not be chewed. 

HOW SUPPLIED: Bottles of 100. 

propucer: Ciba Pharmaceutical Products, Inc., Summit, 











INFANT.-AIR 


purpose: All-purpose baby incubator that combines oxygen 
tent, incubator, surgical bed and isolation unit in one 
cabinet. 

DESCRIPTION: Provides thermostatically controlled heat with 
properly humidified circulating air plus facilities for 
cooled oxygen administration. The infant bed is_re- 
movable and adjusts to Trendelenburg positions and 
will accommodate premature and postoperative infants. 

Conversion to an oxygen tent is accomplished with a 
hose and cabinet connection, with accessory ice chamber 
optional if cooling is desired. The cabinet is equipped 
with large safety-glass windows, brakes for added safety, 
and corner guards. 

propucer: Continental Hospital Service, Cleveland 7, O. 


PREGNYL 


DESCRIPTION: Human chorionic gonadotropin in flexible 
dosage form. 

INDICATIONS FOR USE: In the male: cryptorchidism and 
hypogenitalism (hypogonadism, adiposogenital dystro- 
phy). In the female: disturbances of early pregnancy 
(threatened and habitual abortion) and menstrual dis- 
orders (menorrhagia, sterility) due to defective luteal 
function. 

DOSAGE AND ADMINISTRATION: Suggested dosage in cryptor- 
chidism—s5oo 1.U. two or three times weekly for four 
to six weeks; hypogenitalism—soo I.U. three times weekly 
or more; abnormalities of early pregnancy and menstrual 
disturbances—5,000 1.U. to 10,000 I.U. daily. 

HOW SUPPLIED: In multiple-dose vials containing 10,000 1.U. 
of dry powder; each package also contains a 10-cc. ampule 
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of sterile solvent. Pregnyl powder is soluble in as little as 
1 cc. of solvent. 
propucer: Organon, Inc., Orange, N. J. 


AIR-LOK CUFF 

purpose: Blood pressure readings. 

DESCRIPTION: The air pressure in the latex inflation bag is 
made to hold the cuff on the arm. Three segments of the 
Air-Lok cuff are wrapped in alternate directions on the 
arm. A tucked leather tab permits the specially treated 
surfaces to engage and as the air pressure is increased it 
locks the cuff in place. 

Made entirely of fabric and contains no metal parts. 

propucER: W. A. Baum Co., Inc., New York 1, N. Y. 


PROMIN SOLUTION 


puRPosE: Intramuscular treatment of certain types of tuber- 
culosis, particularly miliary forms; also in treatment of 
leprosy. 

composition: A sulfone derivative (pp’-diamino diphenyl 
sulfone-N, N’-di-(dextrose sodium sulfonate) in ampules. 

HOW SUPPLIED: In 5 cc. ampules each containing 2 gm. of 
Promin; and 12!4 cc. ampules containing 5 gm. of 
Promin. Packaged in cartons of 6 and 25 ampules. 

propucer: Parke, Davis & Company, Detroit 32, Mich. 


VI-SYNERAL THERAPEUTIC 


PURPOSE: Vitamin-mineral dietary supplement. 

coMPosITION: Each dark colored capsule contains: 
Vitamin A (natural) 
Vitamin D (natural) 
Ascorbic acid (C) 


25,000 units 
1,000 units 


150 mg. 
Folic acid. ....... 1.76 mg. 
Thiamine hydrochloride (B,) 15 mg. 
Niacinamide 150 mg. 
Riboflavin (B.) 10 mg. 
Pyridoxine hydrochloride (B,) 5 mg. 
Alpha-tocopherol (E) 10 mg. 


Liver fractions (B complex factors derived 
from 7.5 gm. of liver) 


200 mg. 
Each light colored capsule contains: 


Choline 20 mg. 
Inositol 10 mg. 
d-Calcium pantothenate 15 mg. 
Calcium 160 mg. 
Phosphorus 132 mg. 
Iron 15 mg. 
Copper 1.5 mg. 
Manganese 1.0 mg. 
Magnesium 1.0 mg. 
Zinc 1.0 mg. 
lodine 0.1 mg. 


INDICATIONS FoR UsE: In unbalanced or restricted diets, pre- 
and postoperative buildup, impaired gastrointestinal ab- 
sorption, and where need for vitamins is increased. 

DOSAGE AND ADMINISTRATION: One dark and one light cap- 
sule daily, or more, as prescribed by the physician. 

HOW SUPPLIED: Boxes of 30, 50, and 100 capsules. 

propucer: U.S. Vitamin Corporation, New York, N.Y. 
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MODEL 30 WALTON HUMIDIFIER 


DESCRIPTION: The unit evaporates approximately 3 gallons 
of water per hour. Electrical consumption is approxi- 
mately 230 watts, and all that is needed is connection 
to a city water supply and electric current. The humidi- 
her may be used in multiple to provide uniform, con- 
trolled humidity conditions in an enclosure, or for “spot” 
humidification. Further information can be obtained 
from: 

PpropucER: Walton Laboratories, Irvington 11, N.J. 


BEXTRAL — B:: 


PURPOSE: Solution of vitamin B, with B complex factors 
for intravenous or intramuscular injection. 
COMPOSITION: Each cc. contains: 


Vitamin Bp I microgram 


Thiamine hydrochloride 25 mg. 
Riboflavin 5 mg. 
Nicotinamide 100 mg. 
Pyridoxine hydrochloride 5 mg. 
Panthenol (equivalent to 5.8 mg. calcium 
pantothenate) 5 mg. 
Para-aminobenzoic acid 25 mg. 


Phenol 0.5 per cent as preservative 

INDICATIONS FOR USE: Anemias associated with B complex 
deficiency, such as nutritional macrocytic anemias, meg- 
aloblastic anemia of infancy and tropical and nontropi- 
cal sprue. 

cauTion: To be dispensed only by or on the prescription 
of a physician. 

DOSAGE AND ADMINISTRATION: Should be administered by 
intramuscular route. Dosage should be adjusted accord- 
ing to needs and condition of the patient. 

HOW SUPPLIED: In multiple-dose vials of 10 cc. 

PpropucER: The Central Pharmacal Company, Seymour, 
Ind. 


SALCEDROX 


puRPosE: In salicylate therapy, increase gastric salicylate 
tolerability, provide vitamin C, and reduce the toxicity 
of sodium salicylate. 

COMPosITION: Each Salcedrox tablet contains: 

Sodium salicylate 
Aluminum hydroxide gel, dried 2 gr. 
Calcium ascorbate 

(equivalent to 50 mg. ascorbic acid) 
Calcium carbonate I gr. 

INDICATIONS FOR UsE: In acute and subacute rheumatic 
fever; also in many rheumatoid states in which salicylates 
are employed. 

DOSAGE AND ADMINISTRATION: Recommended dosage in 
rheumatic fever is 4 to 6 tablets every four hours. Satisfac- 
tion of all nutritional requirements and adequate fluid 
intake are essential. Enforced bedrest is necessary until 
temperature, electrocardiogram, and sedimentation rate 
are normal. As analgesic and antipyretic, 2 to 3 tablets 
three to four times daily. 

HOW suppPLiED: Bottles of 100, 500, and 1,000 tablets. 

propucer: The S. E. Massengill Company, Bristol, Tenn. 


SPEED OVEN 


purpose: For rapid drying of materials, precipitates, mois- 
ture determinations, etc. 

DESCRIPTION: The Speed Oven has a drying space of 8 inches 
in diameter and 6 inches in height. The overall height of 
the unit is 29 inches. Power requirements are 2,800 watts 
at 115 or 230 volts. Air temperature is thermostatically 
controlled at any chosen drying temperature between 150 
and 350° F. A 3-inch exhaust connection is provided so 
that the heated air and any fumes may be piped into an 
exhaust hood or duct. 

propucer: Harry W. Dietert Company, Detroit 4, Mich. 


PROCIPITOID 


purpose: Diphtheria immunizing agent. 

DESCRIPTION: Procipitoid (Diphtheria Toxoid Protamine 
Precipitated), a refined toxoid preparation, results in a 
lower incidence of local and systemic reactions. 

DOSAGE AND ADMINISTRATION: Two doses of 0.5 cc. each are 
injected subcutaneously with a four to six week interval 
between injections. 

HOW SUPPLIED: In 1 cc. and 5 cc. vials. 

propucer: Sharp & Dohme, Inc., Philadelphia 1, Pa. 


CAPSULES CHOLINE DIHYDROGEN CITRATE 


PuRPOSE: Treatment of hepatic diseases associated with 
fatty infiltration, degeneration and early cirrhosis; 
vitamin and protein deficiencies; alcoholism. 

DOSAGE AND ADMINISTRATION: Recommended average dose 
is 4 to 6 capsules (2 to 3 gm. of choline dihydrogen 
citrate) per day in divided doses. 

HOW suPPLIED: Capsules 5/10 gm., bottles of 100, 500, and 
1,000. Also available in syrup form. 

Propucer: Flint, Eaton & Company, Decatur, Ill. 








{eaves s from a Doctors Diary 


By Maurice CHIDECKEL 


August 1 . . . Sure thing. The 
trigger mechanism of gastric ulcer 
is emotional disturbance. Hence, it 
stands to reason that the first thera- 
peutic measure is emotional rest. 
And there she sat in my office, 
Joan Travis did, and wept. As one 
tear was chasing its predecessor she 
spoke: “How can I not be emo- 
tional, answer me, when I have 2 
husband who is indifferent. Boo- 
00-00. He just doesn’t care. I talk 
and talk to him and he just keeps 
on yawning.” “Why do you yawn 
when your wife is talking to you?” 
I remonstrated with the husband. 
“I am not yawning,” he protested. 
“I am trying to say something.” 

* * * 

August 2 . Give Dr. Land- 
strom credit. He is a skilled analyst 
and a skilled dialectician. He is 
original and suggestive and he has 
a genuine flare for exploring—ex- 
ploring the souls of his patients. | 
was in his office to borrow a jour- 
nal. He dictated to his secretary 
his next lecture about obstacles en- 
countered in the development of 
self-assurance, about the somatic 
distortion in some people and the 
necessity of every man, including 
husbands, to assert himself. “Hen- 
pecked husbands are abnormal.” 

As he was about to bend over to 
bestow a “fatherly” kiss on his at- 
tractive secretary, he noticed me, 
or the secretary did. He blushed a 
little. He turned to me. “I am go- 
ing away. Remember: ‘Beyond the 
East, the sunrise; Beyond the West 
the sea; And East and West the 
wanderlust that will not let me 
be?’ Yes, I am going away. My 
wife won't even know it. Will she 
be surprised when she receives a 
card from me from far, far 
away—.” 

“That’s what you think.” It was 
his wife’s voice. “Why, darling, I 


was just joking.” “Come on out,” 
she ordered. “Why, dear?” “Come 
on,’ she commanded in a loud 


voice. “Yes, darling,” he said 


meekly, and out they went. 





I looked at his secretary’s face. 
There certainly was some somatic 
distortion in her. 

* * * 

August 5... The intellectual 
mastery of his own subject, psycho- 
analysis, for once seemed to be 
lacking in specialist Ross Mallett. 
Reputedly of great wealth he mar- 
ried a girl of 18 who expressed 
love for him. Bridegroom’s age, 69. 

I met the psychoanalyist in the 
hospital today. He looked, oh, how 
he looked! Decrepit, wrinkled, 
bent, careless in dress, and what is 
more, depressed. He opened up: 
“I have a patient in my own wife. 
There is a breakdown in her ca- 
pacity for affection. Her interest 
has been withdrawn from outside 
people, I mean, me. Her interest, 
all of it, is concentrated on herself. 
There seems to be an unconscious 
hatred. Yes, a complete loss of 
friendly feeling, and she was so 
voluminous in her love for me. 
Now there is a deep chasm be- 
tween—. 

The approach of a little man 
who does need psychiatric treat- 
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ment interrupted us. He addressed 
himself to Dr. Mallett: “I am just 
coming from your office. Two 
questions | have to ask you. My 
daughter is to undergo a little 
operation. The surgeon only asks 
fifty dollars. Is this a sign that the 
operation is not dangerous? And 
then I want you to treat my mem 
ory. I forget names, faces and, well 
I forgot the third thing—.” 

They walked off. I looked after 
the scientist. Here is a man of cul 
ture minus the crowning grace of 
poise, immaculateness in dress and 
cleanliness, though a psychoanalyst 
of accepted stature. Carelessness 
and uncleanliness will turn any 
woman away. 

Does his young wite have to be 
crazy not to love him? In fact, the 
girl’s spell was never demolished: 
it never existed. She married him 
for his wealth, then she discover 
ed that it wasn’t worth it. 

I asked myself: Why do men, 
cultured men, men of advanced 
life, marry blooming youth? Do 
not most of those immature wives 
anxiously wait for the exit of their 
beloved husbands? May and De 
cember. Merge or clash. Clash. 

My interest in geriatrics made 
me gain the confidence of many 
aged men. In.so many, with youth 
far behind them, in those who 
never married or were widowed. 
there is a feeling of isolation, a 
crushing thought of loneliness, as 
they watch the walk on life’s road 
nearing its end. I advise each to 
marry, and find companionship 
and happiness in a good woman 
who is lonely. Let that woman be 
younger, ten years or thereabouts. 
But a disparity in the ages of half 
a century. The two, a grandchild 
and a grandfather, are just like 
many chemical ingredients—abso- 
lutely incompatible. Men who dis- 
obey this advice enact their own 
parable: 74 plus 17 equals a gulf 
that cannot be bridged. Yes, they 
do come to me for advice, to talk 
freely, to unburden themselves, to 
find solace, but the advice is never 
heeded. 

* * * 
August 8... Thinking of John 
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pack of sins never groans under it. 
When he returns from confession, 
he starts all over again. His case 
impressed me as that of ocular al- 
lergy. There was photophobia, 
lacrimation, and itching. He told 
me he thinks it was due to the cat. 

An hour later his wife came to 
ask what, in my opinion, is the 
underlying cause of her hubsband’s 
trouble. I indicted the cat. “We 
have no such thing,” she said. 
Suddenly she assumed a menacing 
attitude. “Wait a minute. Just 
came to think. Mrs. Cat lives 
across the street. Last year, I bor 
rowed her lipstick and when he 
kissed me he displayed the sneez- 
ing and tearing as he does now. 
So that’s the cat. That rat shall 
be made to suffer, and so will that 
common ————..” And furiously 
she rushed out. 


* *~ * 


August 10 . The scope of 
brother Hull’s purpose is to be 
viewed as superior, and he does 
keep his ego vigorous and fertile. 
“Am I happy,” he exclaimed joy- 
ously. “Just as I said, a myocardial 
infarction. Postmortem proved me 
right. Now will you guys argue 
with me again?” 

He bestowed a furtive glance at 
the weeping woman in the corner 
and continued. “Do you remem- 
ber those port wine blemishes? 
Didn't I tell you it'll develop into 
an aneurysm. Thank God. It did. 
And what about the case in which 
ten of you diagnosed tuberculosis 
and the remainder lymphosar- 
coma. Who diagnosed _histoplas- 
mosis? I did, and so it was. And 
think of it. Only 85 cases are 
known. I have a right to look into 
the mirror and see in the reflection 
an infallible diagnostician.” 

“The mirror is reflecting a dis- 
torted image,” I ventured to tell 
him. “The diagnosis of histoplas- 
mosis was never made by you. You 
heard Dr. L. mention it and you 
burst out with it. Now, Mr. Fault- 
less, do you remember the listless, 
anorexic, fretful man who had 
chills, fever, severe headache, hy- 
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pesthesia with a rash at the wrists 
and ankles. You made a snap diag- 
nosis of typhoid fever. Rocky 
mountain spotted fever never en- 
tered your giant mind, even after 
the Weil-Felix reaction was posi- 
tive. And what about the case of 
pulmonary actinomycosis and you 
swore it was tuberculosis? And 
that young woman with ovarian 
dermoid cyst—.” 

“Stop it,” he whispered trem- 
blingly, “the interns will hear you. 
We all have our faults. Get me?” 

* * * 

August 12 I entered the 
millinery establishment of Vidal, 
a Belgian, to inform him that the 
skin is sometimes an index of 


changes inside the body, especially 
in the abdomen. I told him it is 
essential to investigate the cause of 
the pigmentary eruption in his 
wife, because it may indicate a can- 
cer somewhere. 





The door of the store opened 
hurriedly and a middle-aged, well 
dressed woman rushed in. She 
said: “Will you please take this 
hat out of the window for me?” 
“Gladly,” said the obliging Vidal, 
as he took out the hat and placed 
it on the counter. “Now,” said the 
lady, “please keep it out. I pass by 
here every day and just can’t look 
at this piece of millinery. It’s mon- 
strous, it’s disgraceful.” And out 
she went. Vidal’s face changed 
colors. “This is your American in- 
telligentsia.” 

“Bad judgment on your part, 
M. Vidal. Remoteness from the 
norm in thought and action in 
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men and women do not symbolize 
the consciousness of our age in 
America, no more than_psycho- 
paths symbolize our civilization. 
Human paradoxes, eccentrics, and 
‘nuts’ are found in every country. 
Why blame America for them?” 
Besides, psychologically speaking, 
aberration of reasoning under the 
impact of emotional complexes is 
quite common. And full maturity 
is the rarest of human attributes. 
That particular woman may have 
aged prematurely, and her mental 
bearings have rusted. Never, never 
draw an accusation against many 
because of one or a few. 


* ~ * 


August 14... Minor events. 

Since I told Willard Graham 
that cancer of the penis is limited 
exclusively to uncircumcised indi- 
viduals, men for blocks around 
stand in line in front of the hos- 
pital to be abbreviated. 

Three o'clock a.m. and all is not 
well for Geraldine Bridge, 19, has 
been seized with violent abdominal 
pain. Undisputed cause. She was 
not invited to a dance whereas her 
roommate was. 

Young Dr. Evans, cardiologist, 
was consulted as to what to do in 
the case of John Potts. The latter, 
afflicted with endocarditis and hy- 
pertension, won ten thousand dol- 
lars in the races, unbeknown to 
him. His wife feared that the news 
may kill him, for John was penni- 
less until then. Dr. Evans was se- 
lected to break the news. Evans 
too, possessed the wealth of a 
church mouse. “What would you 
do if you won ten thousand dol- 
lars in the races?” asked Dr. 
Evans of his patient. “Doctor,” 
spoke the patient seriously, “I 
would give one-half to you.” 
Evans is in oxygen. 


* * * 


August 15... Confucius said: 
“Better to light a candle than curse 
the darkness.” And one, not Con- 
fucius, said: “Look before you 
leap.” Add to this, also before you 
talk. Apropos of Dr. William 





262 


Hutchin who is, in his opinion, 
peerless. The good doctor is hasty, 
impulsive and quick in his judg- 
ment.... 

The case in question involved a 
woman with precordial distress. 
At the time of admission it was a 
question of cardiospasm, or an- 
gina. “Let me see the chart,” the 
doctor commanded. I stood along- 
side of him, but I was invisible to 
him. The intern read: “Patient ex- 
perienced unusual emotional stress. 
She is an incessant smoker. Possi- 
bility of tobacco angina to be con- 
sidered.” “What,” screamed the 
doctor, “tobacco angina? What 
stupid ass had that impression?” 

I made myself audible. “Doctor, 
put your glasses on. Look, your 
handwriting, your impression.” It 
was an embarrassing moment 
from which he tried to get out, but 
I didn’t let him. He began: “Oh, 
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well, now, now, yes, yes, let’s see, 
where was I?” “You were discuss- 
ing a stupid ass with idiotic im- 
pressions.” 

He turned on me: “You rejoice 
in the torture of other people, I 
see. The typical sadist. Very well. 
I'll help you out. I described 
myself correctly. Are you happy 
now?” 

* * * 

August 21 . . . The office was 
crowded, and talkative Mrs. Bor- 
den, not waiting for her “next,” 
rushed in. Her brother suddenly 
became afflicted with malignant 
hypertension and her uncle has 
been suffering with glomerulo- 
nephritis. She came just to be ex- 
plained what these things mean. 
“T like to know everything,” she 
told me. “I've plenty of time. 
Come on, doctor, give it to me in 
plain English, and in detail.” 


While some were stamping their 
feet impatiently in the waiting 
room, I talked and talked, and 
was talking to myself for she did 
not even listen. Finally she rose io 
go and this is what she said: “Doc- 
tor, it was a delight to hear you 
talk. When I came here I had a 
throbbing headache. Now it van- 
ished.” No, lady, it did not van- 
ish. It was transferred to me. 

Dr. Horace could not find a bet- 
ter subject for ordinary laymen of 
limited education and intelligence 
than diseases of the bloodforming 
organs. He talked and talked and 
he used technical language. When 
he mentioned bilirubin and Kupf- 
fer’s cells, snoring became audt- 
ble. Most of his listeners came 
back to life when he stopped talk- 
ing. “Any questions?” the lecturer 
asked. “Yes,” came from one in 
the audience, “what time ts it?” 
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